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Introduction to the Portfolio
The portfolio is a compilation of work completed over the three years of The 
Doctorate in Clinical Psychology.
Volume One
This volume contains academic, clinical and research sections. The academic section 
includes two essays, three problem based learning accounts and the summaries of two 
case discussion group process accounts. The clinical section contains a summary of 
three years experience from clinical placements and summaries of five case reports. 
The research section contains the Service Related Research Project, an abstract from 
the Qualitative Research Project, the research log and the Major Research Project.
Volume Two
Volume Two contains complete unabbreviated clinical and academic work. The 
clinical section therefore contains five case reports, supervisor and trainee evaluation 
and logbooks from four clinical placements. The academic section contains two 
process accounts of the case discussion groups.
Essays
Essay 1 Adult Mental Health
Can the experience of hearing voices (auditory hallucination) be 
considered an ordinary part of human experience? What implications might 
such a conceptualisation have for the ways that clinical psychologists respond to
service users who hear voices?
Year 1 December 2005
Essays
1. Introduction
I chose this essay title because I wished to draw on my personal experience as an 
assistant psychologist working with people who hear voices. The majority of my 
experience as an assistant psychologist has been working in Rehabilitation settings 
with people who experience serious mental distress, which for many included hearing 
voices. I worked individually with clients and facilitated groups and have at times 
been made profoundly aware of the distress and fear generated by hearing persecuting 
voices. For me working with someone while they explore their personal search for 
meaning regarding their voices is an enlightening and valuable experience. However, 
this approach is not always accepted or valued within a multi disciplinary team and 
many professionals can find it difficult to be comfortable when listening to people talk 
about their voices. I believe that engaging with people about the content of their 
voices and the meaning they hold for them can be facilitated by a view that hearing 
voices is a part of ordinary human experience. Conversely, there are also potential 
pitfalls in this approach, which will be explored in this essay.
The first part of this essay will consider whether the experience of hearing voices can 
be seen as an ordinary part of human experience. I will look at hearing voices from 
historical and cultural viewpoints and being aware of the importance of diversity, the 
experience of hearing voices will be considered across age groups and within different 
genders. The view that hearing voices is qualitatively different to ordinary human 
experience is also considered.
The second part of this essay takes the premise that hearing voices is a part of ordinary 
experience and discusses the implications for Clinical Psychologists when engaging 
with people who hear voices. Current ways of working with people who hear voices 
will be explored and how this may impact upon the role of the clinical psychologist 
within the multi-disciplinary team.
Firstly what constitutes ordinary human experience? This is impossible to define. One 
way of understanding ordinary is “everyday” yet one person’s ordinary everyday 
experience will be different to another’s. This can be seen clearly at a sub cultural
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level for example, the ordinary experience of a nineteen-year-old white gay man is 
very different to that of sixty-year-old heterosexual women. Similarly, people from 
different cultures will have very varying ideas about what ordinary is. Ordinary is 
sometimes defined as that which is normal and normality has proved to be a concept 
that traditionally escapes definition and without a definition a categorical approach to 
“ordinary” or normal is not useful. I could consider ordinary as “commonplace” but 
that implies a focus on frequency. Therefore for the purpose of this essay I will use a 
spectrum approach and will consider ordinary experience to mean happenings that fall 
within the human range of experiences. Further, aspects of human experience that are 
considered ordinary could be considered to be ones that humans have in common 
therefore those occur across cultures, in different age groups and where there is a 
history and a precedent for such occurrences.
2. Experiences of hearing voices
There have been noted instances of hearing voices throughout history, for example 
Socrates’ daemon although it is not clear exactly what this was but it certainly seems 
to have been a voice Socrates alone could hear that gave him advice and direction. In 
the nineteenth century the name for this voice changed to hallucination and Socrates 
was declared retrospectively insane, (Leudar and Thomas, 2002). Jaynes (1976) has 
speculated whether the Iliad demonstrates writing so different to current styles that we 
have failed to appreciate that the voices of the gods are actually hallucinations or 
rather that gods take the place of consciousness. By the fifteenth century voices have 
moved from a philosophical spiritual understanding to a religious explication and then 
to a medical understanding. Several writers have attributed the concept of 
hallucination to Esquirol (Leudar and Thomas, 2000). The question about whether 
people can experience hallucinations without being declared mentally ill was debated 
from about 1818 by Pinel and up to the present day. If someone can experience 
hallucination without being defined as mentally ill it seems more likely that hearing 
voices should be considered as part of normal human experience. Leudar and Thomas 
(2000) have discussed this debate in great detail. It seems that in history views on 
auditory hallucination have varied; on the one hand voices have been seen as a gift for 
those intelligent enough to appreciate and use this gift wisely. On the other hand
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voices have been seen as an affliction given to those who have no reasoned thought 
and / or mental illness. Which view is prevalent at any one time depends on whether 
the opinions are being contexualised within a spiritual or medical context and the 
content of the information. It’s possible that the reasons for allying one’s view to one 
or other of these viewpoints depended on the context and the relationship with 
spiritual and religious issues at the time. Seeing hallucinations as indicative of 
unreason or illness on the part of the individual is to increase the power base for those 
with a vested interest in the médicalisation of people’s experiences. This is 
demonstrated by the differing understanding of Socrates’ daemon throughout 
historical literature. The content of voices was also important, as Roy Porter (1987) 
wrote, “it was regarded as perfectly normal to for a godly protestant to hear spiritual 
voices. Richard Napier treating the disturbed consulted with the Archangel Raphael, 
but when God spoke to Lady Eleanor F  Davies prophesying the fa ll o f Charles I  the 
divine message overstepped diplomacy and she was sent to Bedlam. ” (Porter, 1987,
Pl9)
This shows how content of voices as well as their context determines whether the 
person is seen as mad or not. This seems ironic; as often medical advice is that there 
is no relevance in the content of voices.
Reports of hearing voices in the population of people without a psychiatric diagnosis 
(and extra to hypnagogic and hypnopompic hallucinations) seems to have remained 
fairly steady as Ritsher points out “m both the 1890s and the 1980s the incidence o f  
auditory hallucinations was about 2% ”. (Ritsher, 2004, p.219)
Romme and Escher (2000) found that 39% of respondents hearing voices were not 
receiving psychiatric treatment. Other community studies such as the detailed, large 
sample community survey study by Tien (1991) reported that from 11 to 13% 
participants experienced hallucinations1. Studies using students as participants have 
reported higher levels of voice hearing for example, Posey and Losch, (1983) reported 
that 39% of their student participants hear voices.
1 Could have been visual or auditory hallucinations or both types.
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People hear voices generally as part of normal everyday experience but there are also 
times when some people may be more likely to hear voices. Brain injury particularly 
lesions or seizures in the left temporal lobe, can lead to an individuals hearing voices, 
as can some types of hearing problems. For example, Mameros and Beyenburg (1997) 
described how a client experienced tinnitus then a musical hallucination and then a 
verbal running commentary and conversations. People who are physically ill with 
illnesses such as cancer and tuberculosis have also experienced hearing voices.
People hear voices across a wide range of life events. Rees (1975) interviewed 293 
bereaved people and found that 47% had experienced auditory and visual 
hallucinations. The majority of those interviewed found their hallucinations helpful. 
Voice hearing after bereavement is considered to be a normal part of grieving so much 
so that support websites for people who have been bereaved state this clearly to avoid 
unnecessary medical interventions such as, “ grief reactions being mistaken for signs 
o f dementia or severe psychiatric illness. The end result can be that the surviving 
partner is given unnecessary medication or even put in a home when what they 
actually need is help with grieving. ” (McNair, n.d., bbc.co.uk, 2006).
Grimby (1998) found a high proportion of participants experienced hearing the voices 
of their dead spouse and these were found to be comforting.
Trauma as well as tiredness and isolation have contributed to people hearing voices. 
This has been particularly noticeable in war veterans suffering from post-traumatic 
stress disorder (PTSD). Homes and Tinnin (1995) studied veterans with PTSD and 
found that the majority (65%) reported hearing voices including command 
hallucinations.
Lastly it is possible that voice hearing while not necessarily restricted to people with a 
psychiatric illness but maybe found predominantly in only a few sectors of the 
population. However there is evidence to suggest that people of all ages may from 
time to time hear voices. Children hear voices; Sandra Escher speaking at a 
conference recently said that most of the children who hear voices stop hearing them 
after about three years. Further, that the voices are usually triggered by a life event.
10
Essays
For example 21% of the children in the study first heard voices after experiencing 
some sort of trauma such as sexual abuse, bereavement or illness, 37% began to hear 
voices after family problems such as divorce and a further 25% due to school 
difficulties. (Hearing Voices Conference, University of Surrey, September 2005) Yet 
very few of these children were actually diagnosed as mentally unwell and many 
managed their voices relatively easily. "We found children can learn to cope with 
their voices as long as they are not made to fear them, " says Ms Escher. "Their 
attitude towards the voices, and that o f their parents and their therapist or medical 
staff, is key." (Escher, cited by Batty, The Guardian, 2001).
People hear voices throughout their lifespan although research has tended to 
concentrate on children, students, and older adults. Older people may experience 
visual hallucinations (Berrios and Brook, 1984) and voices. Research suggests that 
voices may increase as people get older and this is possibly linked to depression. It 
seems that this is another instance of stress, contributing to the normal experience of 
voice hearing.
Both men and women hear voices and as content of ordinary conversation may vary 
with gender so might the content of the voices. It is important to be aware of the social 
role that gender confers on each individual; Sarbin and Juhasz (1978, cited in 
Blackman, 2001, p.59) say, “ The conduct o f an individual cannot be understood 
without taking into account the texture o f social environment. To understand 
“hallucination ” requires an examination o f the social roles enacted by a particular 
person and the reciprocal roles enacted by others
People hear voices in all cultures; this occurrence has been used to demonstrate the 
likelihood of schizophrenia being a genetic illness but could equally demonstrate the 
view that hearing voices is part of ordinary human experience. However it is the 
stance of the culture to hearing voices that varies considerably. People hearing voices 
maybe thought to be unusually gifted in some societies for example in the Xhosa 
culture of South Africa people who hear voices are trained to be healers (Sodi, 1995)
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The traditional psychiatric view is that hearing voices is a symptom of a mental illness 
such as schizophrenia and that the symptoms are not related to the individual’s 
experiences or psychology but rather are random aspects of illness. In Kraepelin’s 
view each disorder had a typical accompanying cluster of symptoms. This meant that 
clear and discrete diagnoses could be made from the observation of symptoms and 
medical treatment planned accordingly. There was no need to engage with the person 
regarding their voices because the mere observation of their existence was enough to 
determine diagnosis and treatment. As Mary Boyle said, “it’s implied that you might 
as well study the delirious speech o f a patient with an infectious fever” (Boyle, 1992,
p.10).
This view has largely continued to the present day, with the addition that it might be 
counterproductive to talk to people about their voices because it might make them 
more ill, or it might make people think that you believed their voices and colluded 
with them. A survey conducted by Aschebrook et al (2003) showed that mental health 
workers (clinical psychologists, nurses and psychiatrists) had mixed views about the 
relevance of paying attention to content of voices. In this study some respondents 
thought that while the therapeutic relations may be enhanced, focusing on content of 
voices could waste time, cause increased distress to clients and reinforce the client’s 
beliefs about their voices taking them further away from reality. There has often been 
the view that if you don’t mention the voices they will go away but that focusing on 
them somehow makes them more real and that this is dangerous for the client.
A compromise approach has been suggested, firstly, that voice hearing without 
psychiatric diagnosis may be part of ordinary human experience but that this is 
somehow qualitatively or quantitatively different to voice hearing for people with a 
psychiatric diagnosis. Secondly, that the mechanism that causes voice hearing in these 
two types of experience is qualitatively different. For instance, Kobayashi et al, 
(2004), suggest that for the three participants in their case studies of voice hearing in 
the elderly the commentary hallucinations are different because they are not ego- 
invasive. That maybe so but in my professional experience working with people who 
hear voices; not all voice hearing in people with a psychiatric diagnosis is ego- 
invasive: some is comforting and some is just there as background. Psychiatric 
literature suggests that where the voice is coming from differentiates between
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psychiatric and non-psychiatric voices but work by Honig et ah, (1996) casts doubt on 
this theory. They found that the way a voice is heard and where it is coming from 
cannot be used to differentiate between these two groups. Romme and Escher suggest 
that the major difference is that people with a psychiatric diagnosis perceive their 
voices negatively and so are more bothered by the voice. However in my personal 
experience voice hearing in someone with a physical illness (and no major psychiatric 
diagnosis) can be just as frightening and extremely distressing.
Paul Baker, (1990) makes the point that in the English language there is no term for 
inner speech or for hearing voices the only term ‘auditory hallucinations’ is used in 
medical context and so confers a medical diagnosis. This does make it difficult for 
some people to talk about voice hearing without the fear that it is a descent into 
madness. Yet voice hearing occurs in all sectors of the population, from young 
children to older adults, in the past and present and throughout the world. Voices may 
be present as a welcome commentary throughout people’s lives or may occur as part 
of stress vulnerability in response to difficult life events in the same way that a panic 
attack may occur. Zubin and Spring, (1977) put forward the stress vulnerability model 
suggesting that everyone may be vulnerable to physical or psychological difficulties. 
Life events such as bereavement, unemployment and illness may increase 
vulnerability and reduce resilience. As a result we may become subject to a variety of 
problems such as panic attacks, anxiety, hearing voices or headaches. This normative 
approach clearly places hearing voices as part of ordinary human experience and often 
has a positive impact when discussed with a client. The hearing of voices instead of 
putting them in a position of standing outside ordinary human experience places them 
within the realm of ordinary human activity. As Berrios said speaking about 
hallucinations in general, they are “part o f the general baggage o f humanity” 
(Berrios, 1996, p.35)
3. Implications for Clinical Psychologists.
In the second part of this essay I will consider the implications by looking at the 
various aspects of the clinical psychologists role in working with clients who hear 
voices. Clinical psychologists respond to service users in two major ways, either
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directly in one to one or group therapeutic work or indirectly when working with a 
multidisciplinary team or other services. When working therapeutically with one 
client the clinical psychologist has a range of approaches that can be used and the 
choice of therapeutic approach they make may be influenced by the view that voice 
hearing is part of ordinary human experience. Therefore it is important to consider 
whether models of treatment used by clinical psychologists lend themselves to the 
premise that hearing voices can be seen as part of an ordinary human experience. 
Cognitive-behavioural therapy for psychosis is a recommended treatment for people 
who hear distressing voices and for other aspects of psychosis (Centre for Excellence, 
NICE Guidelines for Schizophrenia.). There are several slightly differing approaches 
to CBT for psychosis but all have the aim of reducing distress experienced by hearing 
voices. One of CBT’s central tenets is that psychological processes such as 
attributional biases maintain everyone’s beliefs. This suggests that CBT offers an 
approach to a client that places their difficulties along a continuum with all human 
experience, with the corollary that some people’s beliefs being less helpful to them 
than others. In this sense hearing voices can be seen as a normal part of human 
experience in the same way that everyone experiences negative automatic thoughts. 
However CBT does have a clear focus on the problem and this may lead to a clash 
with some clients who may not perceive all voices as a problem. CBT’s focus on a 
collaborative relationship also suggests that individual experiences will be accepted in 
the light of ordinary human experience. It seems to me that occasionally the direct 
Socratic questioning approach can be a somewhat blunt tool and if not used carefully 
can be disrespectful to a client’s views. Messari and Hallam (2003) explored client’s 
understanding and experience of CBT for psychosis in a small qualitative study. They 
reported that client’s views on CBT produced varying themes e.g. CBT as a healing 
process and as an educational process as well as CBT as compliance with the powerful 
medical establishment. It is clear that in this study at least one client felt that CBT 
fitted with the premise that hearing voices is part of ordinary experience. As he said,
“ as far as the hallucinations themselves go... Not only schizophreni...phreics see 
things, there’s a whole scale o f people who, you know, people under stress can hear 
things and people have a, you know, strong belief about something not only 
schizophrenic or mentally ill, you know. They can look for evidence that’s around and 
that’s in, everyone does that you know, and er there’s just he doesn ’t start with
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hallucination, just telling me its not real, whatever it is, he’s for example starting with 
my er my behaviour in the past, my feelings, how outside events could have caused me 
stress.. ” (Messari & Hallam, 2003, p. 177)
A recent approach to CBT for psychosis is to focus on the relationship the client has 
with their voices incorporating interpersonal ways of working (Hayward, 2003).
CBT is the most commonly used psychological therapy for working with people who 
are distressed by voices but many clinical psychologists work either integratively and 
are influenced by psychodynamic or narrative therapy. Narrative therapy allows for 
each individual’s story to be considered and is therefore à good fit with the view that 
hearing voices is an ordinary part of human experience. The narrative is an important 
part of the Tidal Model, a recovery based model developed in late 1990s (Barker and 
Buchanan -Barker, 2004). In this way of working an objective view is not valued, 
instead to be a useful professional it is important to recognise the beliefs that we will 
hold about our clients and how our stories may differ in particular to recognise the 
client’s own possibility of recovery.
In psychodynamic therapy Freud thought that voices had meaning and should be seen 
as a sign of intra-psychic conflict. As we are all subject to intra-psychic conflict his 
view places hearing voices within the realm of ordinary experience. Today for 
psychoanalysts, psychosis is theoretically a psychological defence like any other, it 
just happens to be one that is outside reality. However, traditionally psychoanalytic 
psychotherapy places a high value on insight; Turkington (as cited in Gabbard, Beck 
and Holmes, 2005) suggests that this may have led to the high drop out rate and low 
therapeutic alliance found in studies, for example, Gunderson et al, (1994). This may 
be due to insight being a two edged sword as having an insight into your difficulties 
may not be seen as insight unless your view coincides with that of the professional. 
This means that a strong emphasis on insight would not allow for alternative 
explanations and the importance of the client’s own understanding. However insight 
can be seen more helpfully as someone being able to think about his or her voices and 
speculate about them in the same way that anyone might reflect and speculate about 
their inner thoughts and psychological processes and this would fit with the premise 
that voices are part of everyday experience.
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As well as the influence that the premise of hearing voices is an ordinary part of 
experience may have on particular model or models chosen, it will affect a shift in the 
clinical psychologist’s attitude toward clients who hear voices. This can have an effect 
on many things for example; it is probable that the power balance in the therapeutic 
relationship could be more equal when using a normative hearing voices approach. 
When a person is viewed as having an illness, this will become something to be 
studied, with symptoms and aetiology and written about in specialist language. 
Professionals become experts holding the information and knowledge and 
consequently the power. However, if hearing voices is an experience that is 
considered to be more ordinary then everyone can have useful information about their 
own experiences and the individual who hear voices becomes an expert with their 
narrative as central to any discussion. The therapeutic relationship or alliance is 
considered crucial to progress but it has proved difficult in research to pin down and 
isolate these factors. Further the degree to which different models emphasise factors in 
the therapeutic relationship varies with CBT tending to downplay their importance 
and person centred therapy highlighting their central importance. Factors thought to be 
important are genuineness, empathy, and respect for the client’s own understanding as 
well as hope, and curiosity. It seems to me that these factors fit more comfortably with 
the view that hearing voices is part of ordinary human experience. Therefore a 
normative view of hearing voices will facilitate the development of the therapeutic 
relationship.
In my experience of working with people who hear voices those who feel different 
and “other” (a view maintained by voices as illness) do find it harder to feel 
comfortable in everyday community situations such as shopping or going to the 
cinema. Clients can feel set apart from everyone else and thus be denied the 
experiences that will enable recovery. Of course this difficulty is strongly exacerbated 
by institutionalisation and stigma. Adults with long-term mental health problems, 
particularly those with the diagnosis of schizophrenia are one of the most excluded 
groups of people in the United Kingdom. Exclusion comes as a result of stigma and a 
stereotyped view of mental illness (Social Exclusion Unit, 2004). The effects of 
stigma can be considered in two ways; firstly the direct public aspect of stigma will 
affect the individual’s opportunities to be part of a community and to enjoy
16
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employment and leisure. Secondly, stigma can lead to individuals holding a negative 
stereotypical view about themselves which will have an indirect affect on their ability 
to function in social and work situations. There is some cultural variation in 
stigmatisation, for instance mental health problems are more stigmatised in Japan than 
in Turkey and this may be related to the better prognosis of people with schizophrenia 
in Turkey (Ertugrul & Ulug, 2004).
As well as responding to service users directly this conceptualisation will mean 
changes across other aspects of clinical psychologist’s role. Many clinical 
psychologists work as part of a multi disciplinary team where the dominant view is 
probably a medical one. Therefore maintaining the view that voices are part of 
ordinary human experience and that it is helpful to listen to their content is maybe a 
view that challenges other members of the team. Whilst preparing training materials 
for presenting Psychosis Reloaded, (a training workshop for staff-members that work 
with people who experience psychosis) a survey was carried out. The survey gathered 
views from a range of staff from an NHS trust regarding other team members’ views 
on working with people with psychosis. Opinions varied from the dismissive, to the 
view that understanding could be improved by engaging with the client about the 
content of their voices. (Hayward, Blank and Roose, 2003). Further, if the clinical 
psychologist takes the view that voices are a part of ordinary human experience and 
works within this conceptualisation with the client and espouses this view with the 
multi disciplinary team there will be occasions when they are in direct conflict with 
the medical model and other members of the team. However, there are also 
considerable team gains for the clinical psychologist taking this view such as 
increased engagement with clients.
I think that having a normative view of hearing voices could also facilitate working 
with other organisations especially those who have a less medical approach 
themselves e.g. Mind. Also the clinical psychologist may develop new ways of 
working with service user organisations and benefit from their wide knowledge and 
expert experience.
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There are however potential pitfalls in viewing voices as part of everyday experience. 
For example, if hearing voices is part of normal experience it follows that it is 
acceptable for a client to have voices they do not wish to lose, yet there may be times 
when risk to other people may be a concern. This may lead to difficulties if a client 
hears a voice telling him he is a prince and other people should get out of his way on 
the pavement. The voice as he hears it is pleasant and vitally important to his view of 
who he is. However, his shouting at other people and pushing them off the pavement 
is likely to lead to problems for him and others. A straightforward view in therapy 
might be to focus on reducing the impact of his voice and then his behaviour. 
However, this may conflict with respect for the client’s view and the understanding of 
voices being part of normal experience. This can be clarified by taking the approach 
of changing the behaviour without changing a voice that the client doesn’t experience 
as unpleasant. For example, in this case the man might wish to avoid arrest and could 
do this without negating the voice or losing his self-view by a suggestion that he may 
be a prince but the other people don’t understand this. Therefore if he could just give 
them some space on the pavement it would be easier. They are not being disrespectful 
they just don’t understand his status.
A further difficulty is that over normalisation could occur, this might mean that clients 
feel their experience is being trivialised. In my experience of working with people 
who hear voices it is personally challenging to express the view that many people can 
hear voices from time to time i.e. when particularly under stress, and at the same time 
be transparently aware of the individuality of the client. It is important not to over 
normalise. However the advantages of working with clients when you both have the 
belief that hearing voices is a part of ordinary human experience far outweighs the 
disadvantages. It is crucial that you both hold this belief and if not then the 
psychologist will need to hold the view that the clients understanding from their own 
search for meaning holds an important place in any discussions. It seems to me that 
that rigidly hold to any one view and to insist that work is carried out within only one 
framework is counterproductive.
In conclusion, evidence from a variety of sources suggests that hearing voices is part 
of ordinary human experiences. People have heard voices for a long time, in different
18
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societies and cultures and across the lifespan. There are times when voice hearing 
might increase in line with the stress vulnerability model, such as bereavement and 
trauma and mental distress. There is little evidence to suggest that voices heard by 
people with psychiatric diagnosis are qualitatively different to other voices but that 
people experiencing mental distress might respond differently. The discourse around 
hearing voices has changed and continues to change depending on who is speaking 
and from what context. This holds true across history, culture and in the present day is 
dependant on the person’s professional training. Taking the viewpoint of voices being 
within the realm of ordinary human experience will impact upon that way clinical 
psychologists work. Within one to one therapeutic work I think this view will 
facilitate development of a useful therapeutic relationship, will aid understanding of 
the client’s story, will empower clients with their awareness of their own expertise and 
a possibly increase of self-efficacy. Working within this view could also stimulate 
interesting multi-disciplinary discussion and could lead to potential changes in service 
development with a welcome focus on the importance and value of a range of 
explanations.
19
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Essay 2 Professional Issues
Critically discuss some of the theoretical tensions and dilemmas faced by the 
clinicians in the treatment of borderline personality disorder 
in a multidisciplinary team setting.
Year 2 March 2007
Essays
1. Introduction
This essay critically considers some of the dilemmas and theoretical tensions for 
clinicians in multidisciplinary teams when treating people with a diagnosis of 
borderline personality disorder (BPD). I chose to write this essay for two main 
reasons. Firstly, I wished to develop my knowledge regarding Borderline Personality 
Disorder and secondly, I wanted to improve my understanding of the dilemmas faced 
by clinicians when working with people who have this diagnosis. I hoped that my 
greater awareness of these issues would enable me to appreciate the day-to-day 
challenges and tensions within the multidisciplinary team. Also, to begin to think 
about ways these could be managed.
The essay begins with a discussion of Borderline Personality Disorder, aetiology and 
therapeutic approaches. The next section considers dilemmas in service provision. 
Dilemmas in treatment are explored next followed by co-morbidity and the 
management of risk. Lastly, other factors that could contribute to tensions and 
dilemmas in a multi-disciplinary team are covered; this includes gender, boundaries 
and supervision.
Throughout this essay the term Borderline Personality Disorder has been abbreviated 
to BPD.
2. Borderline Personality Disorder
The Diagnostic and Statistical Manual of Mental Disorders (DSM-IV) defines a 
personality disorder as: ‘an enduring pattern o f inner experience and behaviour that 
deviates markedly from the expectations o f the individual’s culture ’ and it uses ten 
categories (American Psychiatric Association, 1994). In practice the lines between 
categories are blurred, as many individuals will fit into more than one category. BPD 
is one of the ten personality disorders currently within DSM-IV and sits within Cluster 
B the dramatic, emotional or erratic types. The diagnosis of BPD using the DSM-IV 
requires at least five positive criteria of the following: frantic efforts to avoid real or 
imagined abandonment, chronic feelings of emptiness or boredom, intense anger, 
affective instability, patterns of unstable and intense interpersonal relationships 
characterised by alternatives between extremes of idealisation and devaluation,
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identity disturbance: persistent and markedly disturbed, distorted, or unstable self- 
image or sense of self, impulsivity in at least two areas that are potentially self- 
damaging (e.g. spending, sex, substance abuse, reckless driving, binge eating and 
recurrent suicidal behaviour, gestures or threats, or self-mutilating behaviour 
Within The ICD-10 Classification of Mental and Behavioural Disorders (WHO, 1992) 
The main criteria, emotionally unstable personality disorder is divided into impulsive 
personality and borderline personality. There is a hierarchical organisation of criteria 
i.e. first a client would have to meet the general criteria for personality disorder then at 
least three items of subcategory impulsive type then at least a further two from 
subcategory borderline type. Difficulties with interpersonal relationships particularly, 
extreme efforts to avoid abandonment and impulsive behaviour leading to risk, could 
present a particular challenge to clinicians and may result in tensions and dilemmas 
within multidisciplinary teams.
Prevalence
Epidemiological studies suggest a lifetime prevalence for all personality disorders of 
between 6.7 to 33.1 per cent, (Mattia and Zimmerman, 2001). BPD is the most 
commonly diagnosed personality disorder diagnosed in clinical settings. Widiger and 
Frances (1989) suggest that 10% of psychiatric outpatients and 15-20% of inpatients 
have a diagnosis of BPD. Therefore, BPD is a relatively common condition, which 
means that secondary services will receive many referrals regarding people with BPD.
3. Aetiology and Therapeutic Approaches
There is little agreement about what causes BPD and this feeds the debates about the 
best way to treat BPD. Within a team, professionals will have varying views of 
aetiology and this will be played out in the approach to interventions with clients. For 
example, a clinician who supports a more biological and genetic viewpoint may feel 
medication may be more helpful than other therapeutic interventions.
Trauma, broken attachments, sexual abuse and childhood neglect are frequently 
noticed in the history of clients with a diagnosis of BPD (Zanarini et al. 1997; Zlotnick 
et al. 2001). Specifically, girls are more likely to be sexually abused particularly
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within the family. For instance, Katz and Watkins (1998) found the gender ratio for 
sexual assault in children to be between 1.5 to 3 girls to every boy. These figures may 
partly explain the higher incidence of women being given a diagnosis of BPD.
Herman (1992) has argued for the existence of a complex form of post-traumatic 
stress disorder (PTSD) in survivors of prolonged and repeated trauma. At the moment 
the diagnosis of PTSD is linked to a traumatic event rather than taking into account 
the impact of repeated trauma (APA, 1994). Treatment for PTSD is different to 
treatment for BPD (National Institute for Clinical Excellence, 2005) and this would 
raise dilemmas for clinicians who thought that the symptoms of BPD were linked to 
repeated trauma.
There seems to be less written about the developmental experiences of boys prior to 
developing BPD. However, Paris (2005) has speculated that boys show more 
externalised impulsive behaviours than girls but it is not clear what may have led to 
this or whether this behaviour is specific to boys who subsequently develop BPD. This 
is clearly an area for further research.
However, trauma and sexual abuse are not always found in the histories of people 
with a diagnosis of BPD, there is also a considerable degree of family problems, 
depression and alcoholism that could contribute to attachment difficulties for children 
(Paris, 1996). This might suggest that the clinician should focus treatment on 
attachment issues perhaps using an attachment based psychoanalytic therapy based on 
the work of Bowlby, (Bateman and Fonagy, 2003).
Fonagy et al. (2003) have suggested BPD could be developed through a failure of the 
secure base. Without a safe base a child will not be able to achieve optimal self­
development, which is important for mentalization. Mentalization is related to self- 
efficacy, personal agency and meta-cognition and is how a child interprets her or his 
own actions and those of others as meaningful on the basis of intentional mental 
states. This has led to the development of a new intervention for BPD; Mentalization 
Based Therapy (MBT) has an emphasis on affective states, and ‘depth’ analysis, 
intentionality and motivation. Fonagy says it is not a new therapy but it is a “new 
focus for therapy in borderline personality disorder” (Fonagy and Bateman, 2006).
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Behavioural approaches to understanding BPD suggest that the individuals’ 
behaviours have been learnt either by their own or vicarious learning to avoid the hurt 
caused by previous emotional intimacy. In this way the person’s behaviour is 
functional but not always helpful for them.
Dialectical Behaviour Therapy (DBT) is purposely designed to meet the needs of 
people with a diagnosis of BPD. It is based on the belief that people may have had 
invalidating childhood environments, which have disrupted the development of their 
positive sense of identity. It also incorporates biological factors; Linehan argues that 
some people may have a predisposition to sensitivity and emotional vulnerability 
(Linehan, 1993). Dialectical behaviour therapy uses problem solving and validation 
techniques in both individual therapy and group work. It focuses on enabling 
regulation of emotions and individuals’ distress and consequent self harm (Linehan, 
1993). A team approach is recommended for training in DBT. Consequently, 
releasing a whole team for training could lead to financial and practical tensions and 
be difficult to achieve successfully within the NHS.
The evidence base for therapeutic interventions should also be considered. A 
Cochrane Review (2005) found that initial findings are promising for the effectiveness 
of psychological therapies including DBT in the treatment of BPD but that more 
research is needed. However, it may not be possible to provide DBT within a 
Community Mental Health Team (CMHT) or to provide referral to a specialist DBT 
practitioner. This poses a dilemma for team members and managers about staff 
resources as to whether each CMHT should be equipped with DBT practitioners or 
other specialist therapists such as Cognitive Analytical Therapists. There are further 
dilemmas regarding provision of services for people with a diagnosis of BPD>
4. Dilemmas and Tensions in Service Provision
The Sainsbury’s Centre for Mental Health has recommended that services for people 
with a diagnosis of personality disorder should be provided by a specialist 
multidisciplinary personality disorder team and a specialist day patient service,
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(Boardman and Parsonage, 2005) .Yet people with a primary diagnosis of BPD may 
find it difficult to access appropriate services. Service users report that this is a 
common problem for example:
" Those o f us who have been in the mental health service fo r many years know how 
difficult it is to get substantial help or access to treatments or crisis services. Until 
such time as there is a wide-ranging national service for BPDs we're very much in the 
position o f having to help ourselves, help each other” (anon. Borderline.co.uk).
Service Users have therefore found it difficult to access appropriate services 
sometimes only being able to go to Accident and Emergency Services.
Once a client is referred to a particular team a further set of dilemmas may occur. 
Mental health professionals may be concerned about whether a client is appropriately 
placed within their team and whether their team can treat the client. People with a 
diagnosis of BPD can induce high anxiety levels in clinicians because they tend 
towards frequent and possibly escalating contact with services, this may also involve 
other services such as the criminal justice system and social services (Moran, 2005).
There maybe a dilemma between generic or specialised services. This will vary from 
area to areas depending on which services available locally. The ‘No Longer a 
Diagnosis of Exclusion’ document (NIMHE, 2003a) reported that there were very few 
specialist personality disorder services throughout England and Wales, most providing 
in-patient services for people with more serious problems associated with personality 
disorder e.g. The Henderson Hospital in South West London. However, specialist 
services in other areas may be in their planning stages, for example, a Personality 
Disorder Steering Group located in an NHS Trust2 is working on care pathways and 
providing staff training.
Without a specialised service many clients would be referred to other secondary 
services such as CMHT or Crisis Resolution Teams. Unfortunately, there is little 
advice about the overall approach a CMHT should take in working with clients with
2 Name withheld for reasons of confidentiality.
28
Essays
BPD. Indeed, according to Sampson there is “an unfortunate lack o f robust research 
available to guide CMHTs on how to provide effective care to patients with 
personality disorders'X^mpson, 2006, p  226).
The Mental Health Policy Implementation Guide for Community Mental Health 
Teams (DH, 2002) suggests that the majority of patients treated by a CMHT will have 
a time limited disorder needing only five to six sessions of treatment. However, this 
length of treatment is unlikely to meet the needs of many people with a diagnosis of 
BPD. The Policy Implementation Guide does allow for longer interventions for some 
client groups. For example, those with “ Severe disorders o f personality where these 
can be shown to benefit by continued contact and support”. However, if many clients 
with complex and longer-term needs were taken on the staff team could struggle.
The lack of a consistent explanatory framework about the function of a CMHT in 
relation to people with a diagnosis of borderline personality disorder could lead to 
inconsistency of care. Many teams have not received any specific training for working 
with people with personality disorder, (NIMHE, 2003a). For clinicians without 
training or clear guidelines, there may be many dilemmas about how to treat people 
with a diagnosis of BPD.
5. Treatment Dilemmas
The National Institute for Health and Clinical Excellence (NICE) have commissioned 
the National Collaborating Centre for Mental Health to develop a clinical guideline on 
BPD for use in England and Wales. This will focus on “evidence based primary and 
secondary care treatment o f adults diagnosed with BPD and to consider which 
settings are most appropriate for which interventions ” (NICE, 2006; Department of 
Health, 2006). Until this guideline is published there is a lack of clear direction about 
how to work with clients with BPD and this vagueness and ambiguity will exacerbate 
tensions within a team.
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Existing policy documents such as ‘No Longer a Diagnosis for Exclusion’
(NIMHE, 2003a) suggest that therapeutic interventions should be: well structured, 
have a clear focus, devote effort to achieving adherence, be relatively long term, be 
well integrated with other services and involve a clear treatment alliance between 
therapist and client. The Personality Disorder Capabilities Framework (NIMHE, 
2003b) highlighted the capabilities that clinicians should possess, for instance, an 
appropriate level of understanding and skill in engaging and communicating with 
clients.
Bateman and Tyrer (2002) say that effective treatments for personality disorder (all 
types) should demonstrate long lasting (at least six months) efficacy over control 
treatments in a randomised control trial and that these treatments should be consistent 
in different settings and contexts. They concluded that a combination of psychological 
interventions including dynamic psychotherapy, cognitive analytic therapy, cognitive 
therapy, dialectic behaviour therapy and therapeutic community treatments reinforced 
by drug therapy was the general approach to treatment. A Cochrane Review (with the 
aim of exploring the evidence for and against the effectiveness and appropriateness of 
treatment) into talking therapies found that Dialectical Behaviour Therapy and 
psychoanalytically oriented day hospital therapy were both helpful. However, only 
seven studies were considered and all were experimental studies with small numbers 
of people involved. Further research is clearly needed to clarify the picture (Binks, et 
al. 2006).
Medication is another area for dilemmas within a multidisciplinary team. People with 
BPD are likely to be prescribed medication and new drugs may be added over time so 
the client is taking an increasing amount of medication (Newton-Howes, 2006). A 
recent Cochrane Review however, argues that "pharmacological treatment o f people 
with BPD is not based on good evidence from trials and it is arguable that future use 
o f medication should be from within randomised trials Initial evidence suggested 
that whilst antidepressants could be helpful for people with a diagnosis of BPD 
experiencing depression further research is urgently needed, (Binks et al, 2006).
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Clinicians
There maybe a team dilemma about which clinician should take on a new client who 
has a diagnosis of BPD and in what role. Particularly, about who takes on the role of 
Care Co-ordinator within the Care Programme Approach (CPA). CPA was designed 
to improve the co-ordination of care to people under the care of mental health services 
and applies to every person aged sixteen or over who is being treated by a specialist or 
secondary mental health service. For psychologists working in integrated teams there 
can be a dilemma between taking on this role and reducing their therapeutic role or 
between offering consultation and supervision rather than more direct one to one 
therapy.
The different types of professionals employed by mental health services are 
expanding, for example, the new Support Time and Recovery worker (Department of 
Health, 2002) may take on the roles previously offered by mental health nurses or 
occupational therapists. This could develop into tensions between staff member as 
roles can overlap leading to confusion about which professional is responsible for 
different aspects of clinical care.
Length o f treatment
This is clearly linked to type of therapeutic intervention. For example, if an 
attachment based psychoanalytic approach was used then a longer-term therapy would 
be expected. The type of service also impacts on length of treatment. Within a CMHT 
there will be many pressures on length of treatment, for the clinician this is a tension 
between their role within the team and their clinical judgement regarding the client’s 
needs. For the manager there are resource implications of offering longer therapeutic 
interventions for instance this may mean that overall less people can be seen.
6. Dilemmas of Co-morbidity and Risk 
Co-morbidity
A further dilemma regarding intervention is the management of co-morbidity or 
diagnostic co-occurrence. This is common for people with a diagnosis of BPD.
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Zanarini (1998) found a lifetime co-occurrence of anxiety, mood disorders and 
substance abuse was common in men whilst eating disorders occurred for women in 
the sample. If a person experiences both BPD and anxiety the dilemma for clinicians 
is whether to focus on the specific problem of anxiety or to focus on the BPD. These 
would require different therapeutic approaches, for example, short term CBT versus a 
longer-term schema focused approach. The client may prefer the short term CBT for 
anxiety but the clinician may think the schema-focused approach would be preferable 
in the long term. It may not be possible to resolve this dilemma.
A further treatment dilemma presents when BPD and Post Traumatic Stress Disorder 
are both diagnosed in the same person. For some clinicians this is evidence of two 
separate disorders but for others it suggests a common root, a similar problem and the 
doubtful validity of BPD.
Substance abuse is a common response in emotional distress. Studies have shown that 
this frequently co-occurs for people with a diagnosis of BPD (Zanarini 1998). 
Substance abuse can exacerbate the difficulties for clients and alcohol in particular can 
increase depression and impulsive actions. This presents a treatment dilemma as the 
clinician may wish to establish whether the client’s distress is evidence of BPD or a 
secondary affect of substance abuse (Gunderson, 2001). Using alcohol and drugs also 
affects the therapeutic relationship with team members. Staff may debate whether the 
client is appropriately referred to their team or whether they should be with a drug and 
alcohol team (in my experience these conversations can be repeated over some time). 
The team may disagree whether any therapeutic work should begin with a client until 
they have stopped using alcohol and drugs. This can deny them a service.
Clients with a learning disability and a label of BPD can be seen as problematic. On 
placement I have met support workers who have not received relevant training leaving 
them to confuse BPD with Dangerous and Severe PD. This has huge implications for 
the relationships between client and carer because the support worker has the mistaken 
belief that their client may be unpredictably aggressive and physically violent.
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Management o f Self-harm and Risk
The debate about self-harm and risk of suicide is a further area for dilemmas. Self- 
harm can be seen as a response to helplessness and hopelessness, '‘an escape from  
what to them, seems an intolerable and unsolvable lifë,', (Linehan 1993, p i5). 
Gunderson (1984) has suggested that self-destructive behaviours can serve several 
purposes, including anxiety reduction, punishment of a bad self and the eliciting of 
caring responses from others. From the viewpoint of working in a multidisciplinary 
team Sampson and Sidley, (2006) suggest self-harm can be seen in two ways. Firstly, 
self harm that could result in a persons death such as overdose and severe cutting, and 
secondly, self harm that does not appear to lead to risk of death such as safer cutting 
and hair pulling. However, Pembroke (1989) says that is missing the point saying that,
“The intent o f self-cutting may bear little or no relation to the resulting injury. The 
feelings may be the same, whether the result is a scratch or a laceration o f the bone, 
these categorisations serve only to trivialise the 'lesser' injuries whilst leaving the 
more 'serious' injuries equally condemned to another stereotype, the reasons, 
motivation and intent for all types o f self-harm are as diverse as the reasons for the 
attempted suicide” (Pembroke, 1989 p.6).
This means that some clinicians could mistakenly respond more quickly to a deeper 
cut rather than considering the feelings and intentions of the person.
Working with people who use self-harm the dilemma for staff is how to respond; 
some staff members can see an approach of emotional validation (the non judgmental 
acceptance of someone’s feelings) as reinforcing or colluding with the self-harm 
behaviour. Huband and Tantam (2000) found that the majority of staff members had 
an empathie non-rejecting approach but that staff attitudes to self harm were 
influenced by the person’s age and training. Furthermore there is a dilemma about 
responding to self harm in a way that minimises harm when cutting such as giving 
advice about where and how to cut. The aim is to avoid tendons, cutting too deeply 
and reducing the risk of permanent disability (National Self-Harm Network, 2000). 
However, for some clinicians the idea of giving advice on how to cut is tantamount to 
encouraging or at least giving permission to cut.
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A further dilemma is whether self-harm is inextricably linked to BPD or not. It is 
clear that rates of self-harm in the UK have increased and are now amongst the 
highest in Europe (National Institute for Clinical Excellence, 2002). A survey found 
that more than 24,000 teenagers (in the UK) are admitted to hospital each year after 
deliberately harming themselves. (Hawton and Rodham, 2006) This is a serious 
concern and needs sensitive and appropriate support yet it is not helpful to give these 
young people a label of BPD as has happened in some services (information from 
clients). The label of BPD is stigmatising and is one that is particularly hard to get rid 
of. Furthermore, self-harm is not a straightforward issue. For instance, qualitative 
studies of self-harm in young Asian women have drawn attention to the complex 
issues underlying self-harm specifically, that Asian culture should not be seen as 
pathogenic in any way but instead that Asian young women's accounts engage in 
“diverse ways with ‘culture clash ’ explanations o f self-harm ” (Marshall & Yazdani,
1999).
Opinion is split over whether individuals should be admitted to the psychiatric acute 
ward for the management of potential life threatening behaviour or not. However, this 
can lead to a rapid increase in self-destructive actions. Teams and clients can become 
trapped in a scenario that pits duty of care against positive risk. Krawitz and Batchelor 
(2006) carried out a small survey into ‘defensive practice’. They defined this as 
“clinical interventions that are designed to decrease short term risk that increase long 
term risk” and found that the majority of clinicians had practiced in ways that was not 
in the long term best interests of the clients. For example, they had opted to hospitalise 
clients too readily possibly leading to the client’s becoming more dependent on 
hospital support. In my clinical experience I have observed mental health 
professionals debate at length the benefits of supporting someone in the community 
versus the apparent safety of admission to an acute psychiatric ward. These types of 
decisions and their possible outcomes are not easy for clinicians and are stressful 
experiences for some team members.
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7. Other factors contributing to dilemmas and tensions within a MDT 
Boundaries
Interpersonal difficulties such as developing and maintaining relationships are 
particularly difficult for people with a diagnosis of BPD and the therapeutic 
relationship is no different. The term 'boundaries' refers to the agreed differentiation 
between the client and therapist’s roles (Gunderson, 2001). Although both client’s and 
clinician are capable of stretching or breaking boundaries, whilst working with people 
with a BPD diagnosis clinicians may be more likely to feel that their boundaries are 
being challenged.
“The therapist’s benign disposition, her motivation to be helpful, has to be 
demonstrated by increasingly heroic acts, availability on the telephone, extra sessions 
at weekends, physical touching and holding, leading to serious violations o f 
therapeutic boundaries”. (Fonagy and Bateman, 2006).
A dilemma for the clinician is how to respond especially as maintaining boundaries is 
an area that can be seen differently by team members and can lead to tension within 
the team. For instance, one team member may decide it is helpful to the therapeutic 
relationship to support a client at a family occasion whilst other team members may 
see this as a blurring of boundaries in the therapeutic relationship.
Supervision
Working in a multidisciplinary team brings many benefits, notably support from other 
team members. However, not all teams manage to provide informal peer support for 
all staff members. Support is crucial for clinicians who will all feel the emotional pull 
of working with people who challenge you, against the differing views of other staff 
members on how you should respond. Clinical supervision provides a space to think 
things through and to make sense of your own feelings and responses to your clients; 
to understand your clients’ difficulties and crucially to step back from the occasional 
team confusion and high levels of emotion. However, there are some barriers to 
supervision, for example, different attitudes to the need for supervision within a team, 
the lack of an appropriate supervisor and possible role conflict if the supervisor is also 
your line manager (Hawkins and Shohet, 2000). Furthermore although supervision
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may be suggested and agreed there may be practical tensions with the implementation. 
For example, clinical supervision is recommended for nursing staff working with 
clients with BPD but ongoing supervision for staff working in inpatients acute wards 
has not been implemented uniformly, (O’Brien, 1998). Additionally, in a CMHT there 
may be a work culture of resilience where acknowledging a need for supervision 
could be seen as a weakness, (Shinner and Bennett, 2006). In contrast, supervision for 
staff members is integral for DBT. In this approach support and supervision for staff is 
not seen as a luxury but as an essential part of the process (Linehan, 1993).
Supervision is not the answer to all dilemmas and tensions within a team but good 
supervision for all team members could enable the team to develop a more unified 
framework that will reduce tensions and facilitate discussion and problem solving of 
dilemmas.
Gender
Culture and gender may have an impact upon treatment. The DSM-IV-TR (APA,
2000) shows that BPD is diagnosed predominantly in females (a 3:1 gender ratio). 
These can lead to tensions within a multi disciplinary team. In my previous experience 
female staff members have become irritated with a male nurse who commented that 
female clients with a diagnosis of BPD were just “hysterical women”. Becker (1997) 
has argued that BPD is the new “female malady” (cited in Wirth-Cauchon, 2001, p.4); 
this is reminiscent of Showalter’s discussion of hysteria as the female malady in the 
nineteenth century (Showaiter, 1987). This may mean that interventions and clinicians 
tend to use a more gendered approach tailoring their interventions towards women. 
Consequently they may not be so well placed to provide interventions for men with 
BPD.
Clients’ sexual orientation has been shown to impact upon the likelihood of being 
given a diagnosis of mental illness. Therefore it is possible that different team 
members will perceive this as more or less influential. This may lead to tensions 
between team members. In a vignette study Garfinkle and Moran (1978) found that 
participants rated the gay and lesbian clients as being less similar to a psychologically 
healthy person than the heterosexual clients, (cited in Eubanks-Carter and Goldfried,
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2006). The DSM-III and DSM-III-R (APA, 1980,1987) described sexual orientation 
as an example of the identity disturbance criterion of BPD. This has contributed to the 
concern that individuals who may be finding it temporarily stressful to come out as 
gay maybe diagnosed and labelled with BPD. If a client perceives that a therapist is 
not comfortable with their sexual orientation or believes the therapist sees this as part 
of the problem this could have a negative impact on the therapeutic relationship and 
lead to disengagement from services.
6. Summary and Conclusions
This essay has addressed just some of the issues that lead to dilemmas and tensions 
faced by clinicians in the treatment of BPD in a multidisciplinary team setting. 
Aetiology, therapeutic approaches and dilemmas in service provision have been 
considered. The dilemmas in treatment, co-morbidity and the management of risk 
have been discussed as well. The impact of gender and importance of boundaries and 
supervision within the MDT have also been considered.
It seems that many of the dilemmas and tensions stem from a lack of clarity in ideas 
about BPD. However, there has been a big shift in thinking about BPD in the last ten 
years. The policy documents (NIMHE, 2003a; 2003b) have clarified the overall 
approach regarding treatability and training for staff. The publication of the Clinical 
Guideline for BPD could lessen ambiguity about intervention and therefore reduce 
tension within teams. To be effective this will also necessitate the availability of 
resources to put the guidelines into action. However it is hoped that greater 
transparency regarding diagnoses and intervention will facilitate collaborative 
therapeutic relationships so crucial to working effectively with clients.
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Introduction
This piece of writing begins with how our group approached the Problem Based 
Learning Exercise (PEL) and considers how the theories we included can be applied 
to ourselves, placements and to our clients. The next section is about the group 
process and how this links this to groups in practice. The last section covers the 
presentation itself.
Our approach to the task.
In our first meeting, our group discussed how the title ‘The Relationship to Change’ 
created feelings of uncertainty and anxiety with its ambivalence. At the time it felt 
vague and rather directionless, but looking back through our minutes I was struck by 
how organised and focused we seemed. Perhaps the uncertain mood at the time 
contributed to my feeling that we didn’t know what we were doing. However, our 
ideas gradually developed over the next four meetings. We agreed to look at some 
theories of change and to interview clinical psychologists at different stages of their 
careers, to gauge their thoughts about change. Other ideas such as monitoring our own 
levels of anxiety and gathering our own experiences of change were mentioned and 
were just dropped. It is interesting to consider the process by which certain ideas 
became acceptable to the whole group and other ideas didn’t. The process of ideas 
becoming shared group ideas can be seen as group information processing. It seems 
that shared cognitions facilitate group working, (Hogg and Tindale, 2001). On 
reflection, I wonder whether the idea of focusing on our own thoughts of change was 
simply too anxiety provoking. It was clear that once we decided to interview other 
people the group anxiety reduced and meeting felt more cohesive. Simply having an 
idea to work on could have lessened uncertainty alternatively; anxiety may have 
reduced as the focus moved from us to that of other clinical psychologists. Certainly, 
anxiety, uncertainty and feeling unsafe seem to hinder learning and this is important to 
remember when working with clients.
We all looked at different theories: Prochaska and Di Clemente’s stages of change 
Model (1983), a developmental theory (Hawkins and Shohet, 1989) and a transitional
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theory of change (Nicholson, 1990). The developmental theory and transitional 
theories seemed to fit best with the task. The group rejected Prochaska and Di 
Clemente’s model because it did not explain career and personal change. This model 
has been used extensively in motivational interviewing, and describes the stage people 
go through in making changes particularly in their health behaviour. In hindsight, this 
model relates well to the experiences of clients when they make that first difficult 
decision to seek help however the development model fits well with the process of 
change during therapy. This model explains initial apprehension through increasing 
autonomy to insightful awareness and personal security, (Hawkins & Shohet, 1989) 
and can be applied to both clients and trainees.
We noticed that our participants interview responses varied depending on whereabouts 
they were in their careers. The people who were assistants or trainees tended to focus 
more on their own changes whereas the others focused more on the changes within the 
workplace. Whilst on my placement it’s been clear that change within the Trust is a 
concern to all staff members of the multidisciplinary team. There is change at the level 
of Trusts merging and change within the team as people leave and roles change. 
Through the PEL I have learnt that the strength of a team can help support its 
individuals through change. This knowledge can be used in placement and later in 
employment. The Transitional Theory works well applied to organisational change. Its 
focus on the positive psychological aspects of changing roles and cyclical change will 
be useful to bear in mind.
It is important to be aware that although clients change through the course of therapy, 
professionals change throughout their carers and services also change. For some it 
may seem that very little changes at all. During my placement talking to people who 
live in residential homes or have lived in institutions it seems that they might feel that 
change goes on around them without their input or contribution. I think its important 
to remember that change can be something you become resigned to with no 
expectation that it might improve anything. Therefore it is important to include service 
users and cares in consultation about changes. Further, for professionals with their 
support networks of colleagues and friends, change can be positive but for people 
without our supports change can be a terrifying proposition. A key difference is
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whether a client is an active agent in their own change or whether change is something 
that is done to them.
Group Process
In the beginning we were a group of individuals who had been put together to tackle a 
task that created feelings of uncertainty. In the first session we were all very careful to 
give each other a chance to speak and equally careful to listen to each other. There 
seemed to be a pressure on individuals to speak up but on the other hand nobody 
wanted to say too much or to take over the discussion. This was shown in our 
language where phrases such as “I don’t know, what does everyone else think?” or 
“I’m not sure but,” reflected our hesitance.
Our group was made up of two men and five women which felt like a comfortable mix 
avoiding the feeling of potential isolation which you have when there is just one man 
or woman in a group. There was a wide age range in our group having one of the 
oldest and one of the youngest trainees on this course and I remain unsure about the 
influence of age on our group process. We came from different backgrounds and very 
diverse work experiences, which I feel, enriched our working together. On a practical 
level this enabled us to easily find varied participants for our interviews.
Humour was an extremely important aspect of our group. In the early stages humour 
defused anxiety through the relief of shared laughter with our facilitator and it retained 
its importance through being central to our design of presentation. The use of humour 
freed us all to think creatively, bounce ideas around and to problem solve effectively.
It was clear in our group that individually we varied in how much we wanted to get 
things organised. From the beginning, some group members expressed the need to 
have some structure whilst others were comfortable with discussing and just waiting 
for the structure to become apparent. There was probably a continuum of comfort / 
discomfort with one of two of us at both ends and the rest somewhere in the middle. 
This may fit with theory on task oriented versus socio- emotional oriented individuals 
in groups (Bales, 1953). Within our group the difference was acknowledged but didn’t
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lead to any acrimony. As we reached the later stages with the presentation looming 
nearer, everyone suddenly became very keen on structure and organisation. This was 
greeted with a wry smile from the person who had wanted to be more organised 
earlier on! On reflection I can see how our different learning styles facilitated our 
working. The members with the more reflective learning styles ensured that we 
considered theories in depth and gave ourselves time to think about them. The group 
members with the more active and pragmatic learning styles kept us moving forward 
and those with a more visual and global style (myself included) considered the overall 
look of the presentation.
It is interesting to compare my experiences of being part of a group with those of 
potential client group members. On placement I am currently jointly assessing clients 
(with a group analyst) for a psychodynamic group on relationships. I can empathise 
with the clients’ concerns about what the other people in the group will be like. It is 
possible that in the first session they too will be wondering about how much to say or 
not to say and about creating a good impression. Our therapeutic group will have to 
manage the process of change if clients choose to stop attending, whereas all members 
consistently attended our group during the PEL exercise. My new role of group 
member and joint facilitator will be different to being a PEL group member. For 
example, there maybe an expectation from other members that as facilitator I have a 
more directional role. This may lead group members to address the facilitators rather 
than each other. This is certainly something our PEL group did at the beginning.
Group process would also apply to the setting up of a new team within the NHS. A 
new service initiative could mean a group of multidisciplinary staff are placed 
together in a completely new team. In this context, professional collaboration rather 
than personal competition is the key to successful performance as a multidisciplinary 
team.
The presentation
The time passed very quickly in the last few weeks of PEL preparation. We were 
concerned that we wouldn’t be ready, then relieved that it seemed to be coming
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together. Our presentation was designed to be amusing as well as interesting and the 
greatest fear was that other people wouldn’t find it funny or that it would be seen as 
too lightweight. Hearing whispers about the other groups’ presentations did nothing 
to allay our anxiety. We were all nervous but presenting as part of a group was less 
anxiety provoking for me than an individual presentation or training session. There 
was a shared moment of concern when our group hoped that the service users and 
carers present at the presentations would not think that ours was too trivial. There 
were also the usual technical concerns. Would the PowerPoint and the music clips 
function? The time went by very quickly and then it was over. The presentation 
seemed to be well received by the audience and by our facilitator and we were all 
pleased.
Conclusions
Even with the benefit of hindsight I am not sure whether we would have done things 
very differently. On reflection it would have been good to use more of the quotes from 
our interviewees. They had interesting comments on change throughout their careers 
to share with us and it was a shame we could only use a few of these. I think that next 
time we will have more confidence that it will come together in the end. Also, we now 
have a clearer idea of each other’s strengths and weaknesses as well our own. We feel 
safer in our group and this may facilitate the sharing of more personal reflections in 
the next task. The lack of ongoing reflection on our personal attitudes to change was 
perhaps a weakness within our group.
The strengths of our group include our becoming a cohesive group quickly, not being 
competitive with each other, our ability to listen and understand each other and our 
shared sense of humour. Presenting as a group was a good experience and one that I 
look forward to doing again.
My own personal learning points include giving myself time to reflect rather than 
aiming straight for the end point in a task and to think more constructively about my 
role in a group.
The process of reflecting on the PEL exercise has been interesting for me, particularly 
thinking about the group dynamics. When you are part of a group involved in a task, it
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can be difficult to be aware of the group process. However, this is a skill that needs to 
be developed for multidisciplinary team working. I have made links between my own 
experiences and those of the people I work with and hope this will increase empathy 
and understanding. Reflecting on this valuable exercise has helped me make links 
between the personal and professional and between theory and practice and I know 
this will help in my work with clients.
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Problem Based Learning
Introduction
This piece of writing begins with how our group approached the Problem Based 
Learning Exercise (PEL). The next section is about the group process and considers 
any changes between the first and second PEL. The presentation itself is covered in 
the next section. In the second to last section I have reflected on my role both as a 
group member and on placement. Lastly, I have considered learning points for the 
group and myself.
Our Approach to the Task
In our first meeting we discussed the task. We were provided with information 
regarding Mr and Mrs Stride and their twin daughters Sally and Sarah who were on 
the Child Protection Register and currently placed in short term foster care. In the 
scenario we had been approached by the children’s Guardian to help the Court by 
conducting a full risk assessment and if appropriate, to help the Court by developing a 
rehabilitation plan for the children. The Local Authority however wished to place the 
children for adoption with the view that this would be the best option for the 
children’s long-term development. The first rather nervous comments made in our 
group were that we would not be able to use humour in this task. Humour had played 
an important part in our first PEL task. I thought that the use of humour enabled us to 
think creatively, bounce ideas around and to problem solve effectively. However, this 
new task was sad and serious, it dealt with other people and their lives and feelings. 
This felt very different to the first task, which had a more obvious focus on ourselves. 
The second aspect that felt different was our group decision to be more focused and 
task oriented. Again this developed from our experiences in the first task where some 
group members expressed the need to have some structure whilst others were 
comfortable with waiting for the structure to become apparent. This time we all 
wanted the structure and quickly focussed on the end point of the task. Consequently, 
the presentation was discussed immediately; questions were asked about style and 
content and suggestions made.
In the scenario we had been given eleven prompt questions or areas to consider such 
as safety, risk assessment and risk management; parenting and LD or child witnesses
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to domestic violence. These prompts served to open up the task, offering increased 
scope but also more questions and potentially more work. With our new focussed 
approach we thought it was very important to decide straightway what we wanted to 
cover. We were well aware we could not cover everything in the time allowed and 
opted to pragmatically limit our focus and hopefully provide something of quality. We 
identified gaps in our knowledge; we needed to find out more about the various Acts 
of Law around Child Protection and whether many children were in the Care of the 
Local Authority as a result of their parents’ having a learning disability. We divided 
up the research work quickly and agreed to bring all the information together by the 
next meeting. Our research showed that 80% of children who have one or both parents 
with a learning disability are taken into the care of the Local Authority (Booth, 2002). 
This statistic was truly shocking and made the whole exercise seem much more real 
and immediate. We agreed the decision at the end of our presentation should reflect 
this reality. We learnt that the Children Act, which details the powers and duties of the 
local authority, considered the welfare of the child to be paramount. This can be seen 
as a contrast to the Disability Discrimination Act and the Human Rights Act, which 
also consider the rights of the parents.
It was very clear to us that there were always going to be many opposing points of 
view in this story and that to present either as ‘pantomime villains’ would be an over 
simplification. We wanted a presentation where differing opinions could be presented, 
listened to and considered. A court scene provided us with the chance to express the 
opposing views of the legal and psychological aspects of the scenario. We used the 
transcript of a real case to provide us with information about legal proceedings. (Essex 
County Council vs X and Y, 2005).
The Presentation
My biggest concern was that as narrator I would mispronounce or stumble over the 
unusual and complex names of the expert witnesses and the judge. (For example, 
Judge Jethro Darwin Fitzpatrick-Huxley takes a bit of practice to be word perfect!). 
My other role as Power Point operator was no problem so long as the computer 
worked. We had a detailed script, every one knew what they were doing and there was
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no complicated video or music, what could go wrong? Nothing did go wrong, the 
presentation to our peers went smoothly and it was great to have representation from 
Service Users and Carers in the small audience. One member of the course team 
provided some positive feedback.
Group Process
The process of working as a group was completely different to the first PEL. This 
time we knew each other and knew that we could work together. This contributed to 
our more focussed approach; we did not have to spend time being so very careful to 
give each other a chance to speak and equally careful to listen to each other.
The process of this PEL seemed more emotional this was partly due to the topic, 
which invites passionate opinions but also influenced by our growing ease with one 
another. However, in spite of this atmosphere of openness there were no 
disagreements about the focus of the PEL or the style. The process of ideas becoming 
shared group ideas can be seen as group information processing. Shared cognitions 
facilitate group working, (Hogg and Tindale, 2001) and it seems that in our group we 
do often think similarly and that the differences that do exist are acknowledged and 
accepted.
We were confident to accept we could not cover all the material and to prioritise 
without worrying about material left out. I think this is a skill we have had to learn on 
placement where you have to decide what you can do well within the time available. 
As a group and as individuals we were confidently competent or more consciously 
competent. Being consciously competent is one of the four stages of learning. In this 
stage you need to focus on a small number of new pieces of information at a time so 
you choose to exclude what you cannot focus on and you need to concentrate on areas 
you do know and link new information into established frameworks (Kirkpatrick, 
1971). This seems to fit well with our stage of learning at the moment both on 
placement and in our Case Discussion Group (CDG).
We had also changed in our group composition as one member of our CDG had 
temporarily left the course. At the beginning this did feel strange for all of us, we 
missed the quality of reflection she had brought to the group.
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Our group was made up of two men and five women, which felt like a comfortable, 
mix avoiding the feeling of potential isolation, which you have when there is just one 
man or woman in a group. There was a wide age range in our group and we came 
from different backgrounds and very diverse work experiences, which continued to 
enrich our working together. The point of diversity most relevant to this PEL was that 
I was the only member of our CDG to have children. I thought it was important to 
balance some of the theoretical understanding about being a parent with some of the 
reality. It is just not possible to be a perfect parent all the time whether you have a 
learning disability or not. I hope my comments on this topic added an experiential 
aspect to the group discussions.
Our group has still not experienced overt dissent; we have had no rows and group 
members have not really disagreed with each other. This could be because we put any 
differences aside due to our focus on the task or because we have so much invested in 
the safety of our group that we dare not disrupt our smooth working. It is interesting to 
note that with the court scene we chose a presentation style that allowed our group to 
be adversarial within the safe confines of a group scenario. In this way we 
collaboratively gave ourselves permission to disagree openly with each other.
Clinical Practice
This PEL helped with my clinical practice in several ways. The information we 
researched has provided an evidence base for current placement work. Also watching 
the other groups provided me with different points of view. This has been useful 
especially when working with parents referred for a cognitive assessment. It helped 
me to see how easily parents with a learning disability can be perceived negatively by 
services. The PEL enabled me to see the complexity of the issues without polarising 
people’s views into good or bad or wrong or right. It also furthered my understanding 
about the legal aspects of working with children on the Child Protection Register 
particularly the legal constraints that other professionals such as social workers work 
with every day. This has been useful on placement where an understanding of the 
roles of other professional adds to effective MDT working.
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Reflections and Learning Points
Within our group we chose not to role-play the parents focusing instead on clinical 
and legal professionals. This was a group decision but one that I felt strongly about. I 
was concerned that role-playing the parents could seem to be trivialising the real, lived 
experience of parents with a learning disability. I think that this is a problem with 
PBLs and role-play generally. However, our choice to use solely professionals in our 
PEL effectively silenced the parents and privileged the communication of the 
professional, which is not ideal either.
Power and its use and abuse is obvious in this PEL with the court having ultimate 
power over the family. Issues of power are everywhere on a Learning Disability 
placement also for example, decisions about access to resources and the role of 
cognitive assessments. Whilst as a trainee you do not tend to feel very powerful it is 
important to consider that clients may perceive this very differently. This will 
influence therapeutic relationships for example, whether a client feels they have to 
agree with you or whether they are empowered to disagree.
I have taken a narration role in two out of three PBLs. This stems from not really 
wanting to play a role that requires acting of any kind. However, it seems a bit 
unadventurous and it’s interesting to reflect on and consider whether this is something 
that would be useful to change in our last PEL.
My personal experience of being a parent encouraged me to be more assertive than 
usual. It was also illuminating to see and read about the expectations for parents when 
it comes to child protection issues it seems there is little room for the concept of a 
good enough parent. It is useful to bear in mind that I felt differently informed on this 
topic because of my parenting experience and this contrasts with other areas where I 
am more reliant on theoretical information rather than a combination of the theoretical 
and personal.
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In this PEL I have furthered my knowledge about parents with a learning disability, 
the legal system and the complex ethical decisions that must be made and I have been 
able to use this information on placement.
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Reflective Account 3 Working with Older People
Year 3 February 2008
Problem Based Learning
Introduction
This piece of writing begins with how our group approached the Problem Based 
Learning Exercise (PEL). The presentation itself is covered in the next section. The 
third section is about the group process and also considers developments that have 
taken place over the last two years. Clinical practice is considered in the fourth 
section. In the second to last section I have reflected on my practice both as a group 
member and on placement. Lastly, I have considered my relationship with structure 
and future changes and challenges.
How we approached this PBL
Our approach to this PBL was completely different to the previous two. However, on 
reflection it seemed there was a clear developmental continuity. Early PBLs were very 
structured but as we progressed through training we have shown a greater interest in 
the developing process. The first PBL had an extremely task oriented approach and a 
very structured presentation, the second PBL used a more relaxed process but this was 
linked to a structured presentation. Lastly, this year’s PBL has developed as a process 
oriented group discussion and presentation.
There were several influences on our approach to this PBL: firstly we had experienced 
our first disagreements in our Case Discussion Group towards the end of our second 
year and it was slightly uncomfortable to be together in a group again. Secondly, I felt 
that we were under more pressure from other areas of the course. For example, Major 
Research Projects required time and attention and new placements (specialist for some 
of us) presented a steep learning curve. Lastly, the mixed feelings of worry, fear, 
excitement and relief, present at the beginning of the third year reduced and increased 
alongside other fluctuating demands.
The PBL assignment came into this context and initially it felt like yet another task 
that had to be done. However, this task could be developed as a group rather than an 
individual and this seemed to me to be a pleasant change, contrasting with the
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comparatively lonely journey through NHS ethics, Research and Development and 
Surrey University Ethics necessary for the Major Research Projects.
We were provided with information about Mr Khan, a 72-year-old man who came to 
the United Kingdom from Pakistan in his 30s. His wife had died recently and one of 
his daughters had alerted Social Services with concerns about her father’s health and 
memory. Mr Khan was previously a religious man with close links to his Mosque but 
this seems to have ended after the death of his wife. We were also given a genogram 
and eleven possible prompt questions, which served to clarify but also to increase the 
scope of the already complex task. Immediately, I thought that there was something 
very true to life about his particular scenario. There were so many aspects to consider 
gender, culture, age, isolation, grief and bereavement, services users and carer’s 
relationships with services and each other, relationships between health and social 
services, neuropsychological concerns of possible dementia and the differential 
diagnosis with depression. Also working with families and issues of risk needed 
consideration as well as the ever present tense relationship between the duty of care 
and individual human rights.
Our first discussion considered the range and scope of the task. We agreed to each 
research a few of the relevant areas and report back in few weeks. At our next meeting 
we thought about how we wanted to structure the presentation. It seemed that no one 
wanted to do a role-play presentation similar to our previous PBL presentations. 
Instead we chose to focus on the process because we thought this had been neglected 
previously. We wanted to incorporate the process of our learning about the content of 
the PBL into the presentation itself but were not sure how to do this. At first we 
followed on from our research, reporting back what we had each learnt to group 
members. We decided to present the material as if we were at a meeting. It was whilst 
practicing that it occurred to us that we wanted the presentation to be like our practice. 
We wanted it to be without roles to play or scripts to read, instead coming to the 
presentation with points to raise and areas of concern to consider as if in a real 
meeting. One group member took on the task of time keeping through the presentation 
and we decided to try and conclude with an action plan. This meant that we did not 
really know how the presentation would progress. This decision to live with
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uncertainty felt rather liberating because we did not have to learn lines or roles. 
However, as the time for the presentation came closer we wondered whether it might 
look as if we had just not completed our preparation and the uncertainty and lack of 
structure did not feel quite so comfortable.
The Presentation
At the beginning of the presentation we explained our presentation style and rationale. 
We also explained that we would try to pull it together at the end but that this may or 
may not happen because it was not scripted. The presentation seemed to go very 
quickly. I was focused on the flow of conversation and thinking about my concerns 
for Mr Khan and raised the issue of risk assessment. This experience was qualitatively 
different to previous presentations. I was listening not for my cue to speak but instead 
I was focussed on the content of others’ words and thinking about my potential 
contribution to Mr Khan’s care.
Group Process
Our group was made up of two men and five women. There was a wide age range in 
our group and we came from different backgrounds and very diverse work 
experiences. I had previous experiences of working with older people and also caring 
for an older relative but not all our group members had similar experiences. Some of 
us were on Older People placements and some were on specialist placements. 
Therefore experiences of working and being with older people were varied.
Culturally our group consisted of all white Europeans although within that ethnic 
group there was some variety.
Our group meetings for this PBL were initially more business like and less friendly 
than in the two previous years. They were not overtly unfriendly but the style of 
personal interaction in the first two meetings was more hesitant. This could have 
occurred as a result of the previous years disagreement or possibly due to the 
complexity of the material. Also, this was a serious piece of work and our style 
reflected this. However, I think the main influence on our group process was the “third
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year” feeling. This is a potent mixture of anxiety about the end of training, relief we 
have got this far and panic at the amount of work to do. Also our approach relied less 
on our personal relationships and more on our professional relationships. Certainly I 
was aware of how this mirrored the move toward developing more professional 
relationships in the workplace as training had progressed.
Clinical Practice
The content of the scenario was very timely for me due to working on my older people 
placement. The key point of the scenario for me was the powerlessness of older 
people as all the individuals in the scenario were taking about and planning for Mr 
Khan without his involvement or consent. This resonated with my experiences on 
placement. My placement is split between inpatient and community mental health 
services for older people. It is clear that there is considerably less consultation with 
clients in services for older people and more of a focus on deciding what is best for 
them. The clients have rarely been considered to possess personal agency and have 
seemed to be in a triangle with family and professionals where they have been the 
least agentic aspect. On occasion it has appeared that the professionals and younger 
family members have acted in parental roles. Indeed, the importance of power in 
working relationships with older people cannot be underestimated (DH, 2001).
Additionally, the information we researched has provided an evidence base for my 
placement such as understanding ethical issues and applying these in complex clinical 
situations. Also watching the other groups’ presentations provided me with different 
points of view particularly with relevance to the cultural facets of the scenario.
As in many services fundamental changes to ways of working are underway in my 
placement workplace and this has involved the renegotiation of positions within teams 
as well as between new teams. Steve Onyett says that a team is “a group o f people 
who depend on each other to get a specific job done well” (Onyett, 2007) and this is 
how our CDG has worked this year.
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However, changes in roles bring uncertainty, which can lead to worries about your 
own position. This can lead to people developing rather entrenched views. I observed 
this on placement where a new team had been introduced and there had been some 
adjustment with other more established teams. It is important to remember our own 
feelings of uncertainty such as prior to new placements and how it might feel for staff 
members who are taking on new perhaps imposed roles.
Personal and Professional Development.
Clinical training is rather like a roller coaster or a game of snakes and ladders. You 
begin each placement knowing there is a lot to learn and gradually build your 
knowledge and competence. Then when you have developed a certain amount of 
autonomy in your placement you move to another one and begin again. It is important 
to hold on to feelings of competence gained from previous placements and develop 
these in the light of the new placement. During the second year with the first 6-month 
placement this did not feel very comfortable for me but after the second 6-month 
placement I became accustomed to the building of competence (going up a ladder) 
and the uncertainty of a new placement (down the snake). This also could be mirrored 
in the changes of role that come with New Ways of Working for Applied 
Psychologists as when qualified psychologists are required to take on and develop 
new roles.
Additionally each placement offers new supervisory relationships and I think this has 
been one of the key facets of training. Each supervisor has a different style and require 
trainees to respond differently; finding that balance between the supervisor’s 
requirements and your own personal training needs has been (and will continue to be) 
an interesting process.
Reflections and Learning Points
I know that structure is useful for me particularly when I am new to something (such 
as a placement) and as my sense of my own competence develops and becomes 
sustained, the structure can be reduced.
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In this PBL we were focused on each other rather than presenting to an audience. I 
think this has been significant for our group and has felt somewhat reparative for our 
working relationships.
At this time in the third year of training we are beginning to think about job choices 
(and hoping we will have choices). This involves thinking about where you want to 
work and what sort of psychologist you want to be. At the same time knowing that 
within the NHS the need to be flexible is possibly greater than ever before. It is useful 
to remember my own responses to challenge and change and to use this understanding 
when working with others who are being asked to change whether they are clients or 
staff members. In a way, this links us back in a reflective circle to our first PBL about 
the relationship to change.
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Summary of Case Discussion Group Process Account 1 
Group Structure and Style
Structurally our Case Discussion Group was comprised of two men and five women. 
We came from differing backgrounds and work experiences and there is a large age 
range with one of the youngest and one of the oldest trainees. In our group session we 
updated each other about our placements, developed structured Cognitive Behavioural 
formulations, and discussed of how to improve engagement with clients. Our 
facilitators both had styles that were democratic and a safe environment was created 
quickly.
Group Process
Initially we were all very careful to give each other time to speak and equally careful 
to listen but we became more relaxed after the ice breaking action of the PBL. We 
needed the structure of planned sessions at first but later were able to work more 
fluidly switching from a task oriented to social oriented approach as needed. A shared 
sense of humour was important in our group although I was aware that this is not 
always helpful if it is used to diffuse situations that need to be discussed.
Practice
The CDG contributed to my work on placement through direct information sharing 
and by providing an insight into team working within the NHS. The main change in 
my development was the recognition of the importance of conflict. I was aware that 
my style in the past had been to try and reduce conflict. However, having seen a 
therapeutic group on placement experience conflict and emerge stronger I became less 
concerned to reduce conflict in the CDG. I learnt that although it may not feel 
comfortable at the time a resolved situation is better than one that simmers for a long 
time.
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Summary of Case Discussion Group Process Account 2 
Structure and style
The basic structure of our group had changed because one member had left; therefore 
the group consisted of two men and four women. We talked about the role we thought 
our now absent group member had held for the group and concluded that she had 
brought a quality of reflectiveness to the group, particularly encouraging us to stop 
and think about things rather than skim over the top. The initial focus of our group 
was twofold; firstly getting to know our new facilitator and secondly preparing the 
new PBL presentation. This time we were less worried about leaving something out, 
we knew we could not cover everything and felt confident to be selective with the 
material.
Group Process
The group process around the time of the PBL was straightforward. There were no 
disagreements about the focus of the PBL or about the style. After the PBL 
presentations there seemed to be a momentary loss of purpose. It seemed that there 
was a less enthusiasm for attending the CDG. Some group members clearly found the 
group useful to talk through placement concerns others seemed less involved in this 
process.
Practice
The learning process within the CDG mirrored my learning on placement. In both I 
thought more about wider personal and professional issues such as the role of Clinical 
psychologists within the NHS. This was partly due to the more systemic nature of 
working in Community Learning Disability and Child and Adolescent Mental Health 
Teams compared to adult mental health. Although, not always pleasant, overall I 
enjoyed the greater focus on group process in this year and found that it has enabled 
me to be more aware of between team and intra-team issues on placement.
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Year 1 - Adult Mental Health Placement at a Community Mental Health Team
For my Adult Mental Health placement I worked in a Community Mental Health 
Team in a town with a population of approximately 30,000 people. During my 
placement I worked in the CMHT base and also visited people in their homes. For the 
second half of my placement I also spent one day each week between two acute wards 
in a nearby town.
I worked with twenty-three individual clients on a one to one basis during this 
placement with an age range of seventeen to seventy one. Some clients I saw for a 
brief intervention but I also saw three clients for twelve sessions. The type of work 
undertaken included Cognitive Behavioural Therapy for anxiety and depression and a 
narrative approach to childhood experiences of sexual abuse. Also whilst on this 
placement I completed four psychometric assessments using the Wechsler Adult 
Assessment Scale and Wechsler Memory Scale. I also co-facilitated sixteen sessions 
of a psychodynamic group - Talking about Relationships.
During this placement I presented two pieces of work to psychologists in their 
continuing professional development meetings; one case presentation and the other a 
joint presentation with an Assistant Psychologist. I was also able to attend the CMHT 
service user involvement meeting.
On this placement I particularly liked being able to follow two clients through from 
the CMHT to the Acute Ward and having the flexibility to continue my work with 
them in different settings. I also enjoyed the co-working with other professionals 
including my supervisor and the group co-facilitator who was a psychotherapist.
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Year 2 -  Learning Disability Placement at a Community Team
In my second placement I worked in a Community Team for People with Learning 
Disability. This was situated in a large town and the team covered a very wide 
geographical area.
During this six month long placement I worked directly with eight clients whose ages 
ranged from thirty-one to seventy-five and came from varied cultural backgrounds. I 
benefited from working with clients in a range of setting for example a horticultural 
centre and a day centre. At one horticultural centre I met and talked to a group of 
service users who carried out training for companies and NHS trusts.
I undertook cognitive behavioural work for anger with a young man who chose to 
have his work written up as a book that he could continue to refer to. I also worked on 
identity and self-concept with a man who founds this difficult due to Autistic 
Spectrum Disorder. I enjoyed carrying out twelve sessions of detailed consultation 
work with carers, which enabled them to develop a greater understanding of their 
client’s difficulties. I worked jointly with nursing and speech and language therapy 
staff.
I completed several assessments one an assessment of dementia with a man with 
Down syndrome, a functional analysis and a cognitive assessment with another client 
who had epilepsy.
I carried out three presentations on this placement, one on mental health and learning 
disability, one to the day service about the role of clinical psychologists in learning 
disability and a case presentation to psychologists.
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Year 2 - Child and Adolescent Mental Health Service Placement
My Child and Adolescent Placement were in a Child and Adolescent Mental Health 
Team that served two large, busy towns. During this six-month placement I saw 
fifteen clients with an age range of four to seventeen years old. Several of the families 
I saw had only recently come to live and work in the United Kingdom and were 
culturally and religiously diverse. I saw the clients across a range of settings their own 
homes, at CAMHS and in schools.
I carried out psychological interventions across several models. For example, 
Cognitive Behavioural theory for young people experiencing anxiety and depression 
and with one client several sessions of attachment focused work. I worked 
systemically with two families, which I really enjoyed and was part of a reflecting 
team in Family Therapy. I carried out three cognitive assessments using the 
appropriate scale for the age of the child and one Autistic Spectrum Disorder 
assessment. The work was both long term (twenty sessions) and short-term brief 
interventions. The difficulties that the clients experienced included those mainly 
biological in causation and those that were psychosocial and hopefully more transient.
During this placement I carried out training and consultation to the dietetics and 
nutrition service, developing a questionnaire for their service and consultative work 
regarding the implications of using the questionnaire and how it could impact on their 
practice and referral of complex cases to CAMHS. Also worked on developing a new 
team leaflet and an audit of the Choice and Partnership approach to assessment.
70
Overview of Clinical Experience
Year 3 - Older Peoples Mental Health at an Inpatient and Community Service
In my Older People placement I worked across several community teams and three 
inpatient wards for older adults. I was joining the service at an interesting time as 
Psychology Service for Older People was in the process of moving from the 
community to a developing ward based service.
I worked with eleven clients with an age range of fifty-four to ninety from a range of 
backgrounds and with very different levels of education.
I worked in both one to one and group formats. The direct individual work included 
integrative therapeutic work using a psychodynamic approach and cognitive 
behavioural therapy, relapse prevention, a problem solving approach to physical 
difficulties and a cognitive approach to health anxiety. I carried out a systemic 
consultation involving the staff members of a residential home.
I also conducted an audit (from clinical notes) of incidences of challenging behaviour, 
medication and observations on a ward for people with dementia. I spent two days 
with the Intensive Support Outreach Service (Crisis Team) including attending team 
meetings and home visits.
I delivered four training sessions about Huntington’s Disease jointly with a staff nurse 
to the Inpatient Multidisciplinary Staff Team. This included information about 
neuropsychology that enabled understanding of our client and facilitation of staff 
discussion to enable problem solving. I presented information on Asperger’s 
Syndrome in Older People to psychologists, jointly with another trainee.
I visited a carer’s organisation and enjoyed hearing about their role in supporting 
carers who looked after older people with mental health difficulties.
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Year 3 -  Advanced Competency Placement - Early Intervention In Psychosis
In this placement I have been working with an Early Intervention in Psychosis Team 
that is split across two sites. At the time of writing (before the completion of the 
placement) I have worked with eight clients with an age range of fifteen to thirty- 
three. The clients of this service are ethnically diverse and this includes clients who do 
not speak English. I have enjoyed working with an interpreter with a client in the 
inpatient service.
I have carried out direct one to one therapeutic work drawing on cognitive behaviour 
for psychosis and systemic based family work. A colleague and I have presented three 
training sessions to the staff members of a voluntary service providing residential 
services to homeless young people, which were well received. Additionally I have 
been introduced to the research process of the First Episode Research Network and am 
developing a plan to incorporate this into the day-to-day work of the team.
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Case Report 1 Adult Mental Health
Cognitive behavioural therapy with a seventeen year old man with anxiety.
David Hardy was referred by his GP because he was experiencing intense anxiety 
crossing roads; occasionally this had been so distressing he had returned home rather 
than go to college. David had been involved in a car accident (as a pedestrian) two 
years previously during which his leg was badly broken. His psychological difficulties 
dated back to this accident. Outcome Measures (The Impact of Event Scale and The 
Hospital Anxiety and Depression Scale) suggested that David experienced anxiety at a 
moderate level, that he showed significant avoidance rather than intrusive thoughts 
and that he was not depressed by his difficulties. The evidence base suggested that 
behavioural and cognitive behavioural techniques would be most effective for 
working with David. The action plan included developing a collaborative formulation, 
building David’s confidence and self-efficacy in crossing roads whilst focusing on his 
avoidance and to provide him with the strategies to use in the future to prevent 
relapse. Graded exposure, visualisation, distraction and downward arrow techniques 
were used. David and I met for thirteen weekly sessions, during this time it emerged 
that David had dyspraxia and the impact of the dyspraxia was incorporated into our 
work. The ending Outcome Measures showed that David’s anxiety and depression had 
reduced to a normal level, the Intrusion score had more than halved and the 
Avoidance score had reduced slightly. David was attending college regularly and 
looking forward to applying to university.
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Case Report 2 Adult Mental Health 
Working with a young man with a diagnosis of 
Body Dysmorphic Disorder using a CBT approach.
Ben (a young man in his twenties) was referred to the Community Mental Health 
Team because of his anxiety and depression about his appearance specifically his skin 
and hair. Ben said he believed he had Body Dysmorphic Disorder (BDD) because his 
constant concern about his appearance and continual checking in the mirror prevented 
him from going out, working or socialising. Ben had to return home from university 
because he was unable to mix with other students. He had tried to commit suicide 
previously and said he continued to feel as if that was his only solution. The initial 
Outcome Measures the Beck Anxiety Inventory (BAI) and Beck Depression Inventory 
were completed which found that Ben’s anxiety was moderate and his depression 
severe. BDD has not been well researched as yet but the relevant studies suggested 
that Cognitive Behavioural Therapy was the most effective approach. The action plan 
included response prevention for the checking and graded hierarchy for the social 
anxiety. Risk was discussed regularly in supervision. Ben understood the CBT model 
but was not engaged in carrying out homework and also missed several sessions. 
However Ben said he was feeling more hopeful and the BAI showed his anxiety had 
reduced and he had begun to take part in some football training. As my placement was 
ending arrangements were made for Ben to be referred to a specialist team.
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Case Report 3 People with Learning Disability
An extended assessment with a man referred to a 
Community Team for People with Learning Disability.
Mr Bill Gray was referred to the Community Team for People with Learning 
Disability by his children’s social worker due to concerns about Mr Gray’s parenting. 
The Family Centre asked for a cognitive assessment so that they could offer parenting 
support tailored to Mr Gray’s abilities. Mr Gray also had epilepsy (with regular tonic- 
clonic seizures) and he believed this negatively affected his memory.
Mr Gray said he was a very active child and he rarely attended school. His family 
travelled a lot and he had not received good care for his epilepsy.
An initial assessment carried out with The Wechsler Adult Intelligence Scale-Ill 
suggested Mr Gray had a significant learning disability. His Verbal IQ was 
significantly lower than his Performance IQ. This difference is shared with 23.8% of 
the population and is not uncommon in people who have experienced poor education. 
In contrast Mr Gray’s ability to perform visual and practical tasks was stronger. 
Further cognitive assessment was carried out which showed that Mr Gray’s executive 
functioning including planning and sequencing appeared considerably impaired.
I met with Mr Gray to feedback and explain the findings and also met with the social 
worker and family centre staff to discuss the implications of the assessment. A plan to 
support Mr Gray in learning parenting skills was developed.
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Case Report 4 in Child and Adolescent Placement
A systemic approach with a family with a 
child eating a restricted diet.
The dietician referred Lucy because she was eating a restricted diet and was below 
expected weight for her age. Lucy had health problems that stemmed from her 
premature twin birth. She was in intensive care for months and during this time her 
twin died. Lucy’s mother and sister found it very hard to come to terms with the loss 
of Lucy’s twin and with the constant worry about Lucy’s health. The whole family 
seemed focused on keeping Lucy well and happy.
The formulation included the biological factors of Lucy’s premature birth leading to 
difficulties eating and psychological factors of moderate learning difficulties and 
temperament. The formulation included the high levels of family stress about Lucy’s 
health and Lucy’s resistance to change.
A systemic intervention was chosen as an effective approach for eating difficulties 
and because a direct approach encouraging Lucy to eat had not been successful. Lucy, 
her mother and sister attended four sessions together and her mother a further two 
sessions. Circular questions were used to identify the beliefs held by the family. It 
seemed Lucy’s reliance on being special might be unhelpful as this was maintained by 
not eating and how the loss of her twin was very much part of their lives.
Outcome measures showed Lucy remained anxious and under stress but her weight 
increased slightly. The family chose to be referred for family therapy.
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Case Report 5 Older Peoples Mental Health 
An Integrated Therapeutic Intervention with an older woman.
Mrs Anne Johnson was referred to the Community Mental Health Team for Older 
People by her GP. She said she felt deeply depressed, sad and lonely. She had become 
increasingly anxious about her health and going out. Symptoms began with feeling 
dizzy or experiencing blurred vision. This led to an increase in feelings of panic and 
avoidance of going out. We met just after her eighty -third birthday.
The Hospital Anxiety and Depression Scale and Clinical Outcome in Routine 
Evaluation Outcome Measure were used as outcome measures as they were 
recommended for use with older people (British Psychological Society, 2004).
Anne’s secure attachment to family showed through her strong relationships with her 
parents, her husband and her nephew and great nephew. Unfortunately, this process of 
attachment was likely to be broken when her only living relative moved to a different 
country. She was experiencing a time of great loss, which had greatly increased her 
anxiety.
An integrated approach was chosen that focused on enabling Anne to go out and 
challenge her anxious thoughts using CBT. A psychodynamically informed approach 
was planned to enable Anne to work through the issues of loss, fear and abandonment. 
The intervention was carried out over sixteen sessions each lasting one to one and a 
half hours.
The outcome measures showed that Anne’s anxiety had reduced but remained above 
the clinical cut-off. Anne was able to go out by herself and regained her independence. 
One aspect that emerged during the sessions was the lack of suitable interests for 
intelligent women who are in their eighties. However, Anne developed a new 
friendship and hoped this would crease her opportunities.
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Factors that contribute to clients experiencing 
Delayed Discharge from a Rehabilitation and Recovery Service.
Year 1 September 2006
Research
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1. Abstract 
Title
This audit explores factors, which contribute to clients experiencing Delayed 
Discharge from a Rehabilitation and Recovery Service.
Objective
To find out which factors contributed to delayed discharge so that the multi 
disciplinary team can be aware of and overcome these barriers in the future.
Design
This study used an Independent Groups design with participants in either the Delayed 
Discharge Group or the Not Delayed Group.
Setting
This study was set in a Rehabilitation and Recovery Service. The client group is 
comprised of people with severe and enduring mental health problems. The Service 
provides both Inpatient services and Community support to approximately 100 clients.
Participants
The participants all experienced severe and enduring mental health problems. The age 
range was from 28 years to 64 years old and 14 were male and 6 were female.
Main Outcome Measures
Outcome measure included ascertaining which factors were associated with delayed 
discharge. These factors included gender, previous admissions, risk, accommodation 
type and additional diagnosis. Chi-Squares were used to find which factors showed 
significant differences.
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Results
The two statistically significant factors (at 0.05 level) were: risk of violence to others 
and application to residential home.
Conclusions
The two factors -  applying to a residential home and / or having a history of violence 
may contribute to clients experiencing delayed discharge. The Multi Disciplinary team 
can use this information to challenge these barriers to accommodation to enable 
clients reduce their risk of social exclusion.
2. Introduction
The Rehabilitation and Recovery Service was formed in the 1980s in response to the 
growing need for services to meet the needs of patients discharged into the community 
following the closure of a large institution. The client group is comprised of people 
with severe, enduring mental health problems and who may have residual difficulties, 
which have an impact on their ability to function effectively in every day life. The 
Rehabilitation and Recovery Service is comprised of a 16-bed unit providing inpatient 
rehabilitation and respite. The same team also provides support to approx 100 clients 
living in the community. The Service is staffed by a multidisciplinary team, including 
nurses, a social worker, an assistant psychologist, consultant psychologist, consultant 
psychiatrist, staff grade doctor and occupational therapist. The aim of the Service is to 
optimise levels of independence, and promote social integration through use of 
community resources.
Housing is frequently a problem for people with mental health problems. The Social 
Exclusion Unit reported that people with mental health problems are “one and half 
times more likely to live in rented accommodation with higher uncertainty about how 
long they can live in their current home; twice as likely to say they are very 
dissatisfied with their accommodation and four times more likely to say that their 
health has been made worse by their housing”. (Social Exclusion Unit Report, 2004, 
p85).
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Many clients referred to the Rehabilitation and Recovery team have nowhere to live, 
this maybe because a family relationship has changed or as a consequence of a long 
stay on the acute ward or because of residential placement breakdown. Consequently, 
finding appropriate accommodation is part of the process of rehabilitation and 
recovery for many clients. Currently clients who are discharged from the residential 
part of the Rehabilitation and Recovery Service seek one of the following types of 
accommodation: private flat, a place in a Group home where you share a living room, 
bathroom and kitchen with other residents or a registered residential home. This type 
of accommodation is an option for people who are currently severely incapacitated by 
their difficulties and need 24-hour support when discharged. The decision about type 
of accommodation is made with the client and multi disciplinary team and is informed 
by needs assessment using the Camberwell Assessment of Need (CAN). The CAN has 
been found to be a valid and useful way to measure clients needs both met and unmet 
across a range of domains such as accommodation and psychological distress, (Slade, 
et al, 1999).
The Social Exclusion Unit’s report (2004) identified access to decent housing as an 
important basic right for all. However, literature suggests that finding appropriate 
accommodation is a problem for this client group across Europe, (Faalgard, Nielson et 
al, 2000). Boyle and Jenkins, (2003) identify the shortage of suitable accommodation 
in London as the major factor in delayed discharge. A new report from the 
Commission for Social Care Inspection said that adults with mental health problems 
are being placed in accommodation for homeless people because of a lack of 
supported housing. It is possible that the pressures and expense of housing generally 
in the southeast of England further contributes to these difficulties, (National Statistics 
Online, 2006, Appendix 1). Changes to Government policy in the way support staff 
are funded (DETR, 2001) means that in this area some accommodation placements 
that provide supporting staff are currently closing down. Brown and Sergeant, (2004) 
suggest there should be greater understanding of the housing requirements of clients 
with complex needs.
This study looks at delayed discharge from the Rehabilitation and Recovery Service. 
Delayed discharge occurs when a client is ready to leave and a clinical decision has
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been made to discharge but they are not able to because no suitable accommodation is 
available.
A new Trust policy instigated in January 2006 requires each Inpatient Service to 
provide details of how many clients are currently unable to move on because their 
discharge is delayed. Details of why there is a delay are required such as whether it is 
due to a delay in awaiting a place, a delay in funding, or delays in assessment. 
(Appendix 2)
The Rehabilitation and Recovery Service considered this research a major priority 
with the aim of increasing knowledge about the barriers to accommodation. 
Additionally, they hoped that they could improve their process of finding 
accommodation for their clients. This piece of research builds on an audit of delayed 
discharge, which was carried out in June 2005.
3. Aims / hypotheses
It is hypothesised that there are specific factors that are associated with delayed 
discharge. These factors maybe linked to the client such as age, gender or external 
factors such as funding, policy and housing procedures. It is predicted that there will 
be a significant difference of occurrence of these factors between the Delayed 
Discharge group and the not Delayed group as measured using Chi-Square. This is a 
two-tailed hypothesis because although a difference is predicted the direction of the 
difference is not.
4. Method
4.1 Design
This study uses an independent groups design where the independent variable is type 
of discharge. The data is unrelated and nominal.
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4.2 Participants
Group One was made up of clients who had all experienced Delayed Discharge 
between 2001 and 2005. Clients in Group Two (identified from the admission books) 
had also been in need of accommodation but their discharge had not been delayed.
The clients were of varying ages and there were more men than women as is typical of 
the clients of the Rehabilitation and Recovery Service generally (see Table 1 below). 
All clients had a psychiatric diagnosis of schizophrenia, or paranoid schizophrenia or 
manic depression or severe depression.
Table 1 - Demographics of clients
Group 1 -  Delayed Discharge
n = 10
Group 2 -  Not Delayed 
n =10
Age at 
time of 
discharge
21 to 30 years 1 21 to 30 years 2
31 to 40 years 5 31 to 40 years 2
41 to 50 years 3 41 to 50 years 6
51 to 60 years 0 51 to 60 years 0
61 to 70 years 1 61 to 70 years 0
Gender Male = 8 Female = 2 Male = 6 Female = 4
4.3 Procedure
Clinical notes were ordered for all clients identified, however not all notes were 
available or complete, this meant that only those available were used providing a 
sample of ten in each group.
The next step was to identify factors that might have influenced discharge. 
Consultation with members of the multi disciplinary team (included nursing staff, 
social worker, consultant psychologist, consultant psychiatrist, Occupational 
Therapist) was carried out through informal interview and at a Team Meeting. Staff 
members thought that the system for finding accommodation seemed to have become
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more complicated over the last two years. Further, that the funding bodies did not 
understand the complex difficulties experienced by the clients.
Service users were consulted at their regular meeting for their ideas. They said that the 
first accommodation choice offered might be turned down if it was not suitable either 
because of poor quality. This refusal then would slow down the process of finding 
somewhere to live.
The factors were divided into two types, those linked to external factors and those that 
were more to do with the clients. Identified factors are shown in Table 2.
Table 2 Possible Factors influencing whether Discharge is delayed or not.
Factors suggested by Staff and Service Users
Internal External
Risk Lack of Money for accommodation
Additional Diagnosis Funding bodies not understanding complexity 
of needs
Previous Admissions Lack of choice in accommodation offered
Detention under Mental Health 
Act
Poor quality of choice offered
Home Office Approval needed
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Two sets of case note files were looked through initially to see how readily the 
information regarding the above factors was available and whether any other factors 
may be relevant. From this a data collection form was developed (See appendix 3).
The main data collection involved examining case notes for each client at the time of 
discharge.
5. Analysis of Results
The data was analysed in several ways, firstly using descriptive statistics. Then 
percentages of clients with the factors in Table 1 were calculated. An additional factor 
‘attending college’ was added as after going through the clinical notes it seemed that it 
could be relevant.
Graph 1 Percentages of Clients with Factors that could influence discharge 
from the service
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%
Further Previous Detained College Physical Home Office
diagnosis Admissions under Mental health
Health Act
The graph shows that the greatest difference between the two groups (30%) is with the 
further, additional diagnosis, previous admissions and detention under the mental 
health act factors. The factor of Risk was analysed differently because the standard 
risk assessment form (Care Programme Approach) does not fit with nominal data. All 
clients of the Rehabilitation and Recovery Team will be at risk and the form provides
Ü Delayed Discharge 
11 Not Delayed Discharge
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a description of types of risk rather then a quantifiable level of risk. This information 
has been tabulated to show the different types of risk.
Table 3 Types of Risk - Delayed Discharge / Not Delayed Discharge
Type of Risk Delayed Discharge Not Delayed Discharge
Neglect 50% 30%
Suicide 50% 50%
Self Harm 20% 20%
Exploitation by others 30% 20%
Violence to others 40% 0%
Fire setting 10% 10%
Alcohol 20% 10%
External factors such as type of accommodation applied for were considered. (See 
Table 4) The time at which application for accommodation was considered however 
the instances of delayed discharge occurred fairly regularly across a five years span 
from 2000 to 2005 with no particular occurrence in any one time period.
Table 4 Accommodation type applied for in Delayed and not Delayed groups.
Accommodation type Delayed Not Delayed
Independent 10% 10%
Group Home 0 40%
Home with support 
package
0 20%
Residential home 90% 20%
Other 0 10%
Secondly inferential statistics were used to analyse the factors. Chi-Squares were 
chosen because the data was non parametric, unrelated and in nominal form.
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Table 5 Differences between Delayed and not Delayed groups using Chi Square
Factor Delayed Not Delayed Chi D f P
Additional
Diagnosis
Y 4 Y 1
2.42 1
p is less than 
or equal to 1N 6 N 9
Previous admissions
Y 8 Y 5
1.97 1
p is less than 
or equal to 1N 2 N 5
Detained under 
Mental Health Act
Y 5 Y 2
1.97 1 p is less than 
or equal to 1N 5 N 8
Attending College
Y 2 Y 3
0.26 1
p is less than 
or equal to 1N 8 N 7
Physical health 
problems
Y 0 Y 2
2.22
1
p is less than 
or equal to 1
N 10 N 8
Home Office
Y 0 Y 1
1.05 1
p is less than 
or equal to 1N 10 N 9
Gender
F 2 F 4
0.95 1
p is less than 
or equal to 1M 8 M 6
Risk - neglect
Y 5 Y 3
0.83 1
p is less than 
or equal to 1N 5 N 7
Risk -  Suicide
Y 5 Y 5
0 1
p is less than 
or equal to 1N 5 N 5
Risk -  Self harm
Y 2 Y 2
0 1
p is less than 
or equal to 1N 8 N 8
At risk of 
exploitation
Y 3 Y 2
0.26 1
p is less than 
or equal to 1N 7 N 8
Risk o f violence to 
others
Y 4 Y 0
5 1
p is less then 
or equal to 
0.05
N 6 N 10
Fire setting
Y 1 Y 1
0 1
p is less than 
or equal to 1N 9 N 9
At risk due to 
Alcohol
Y 2 Y 1
0.39 1
p is less than 
or equal to 1N 8 N 9
Independent
accommodation
Y 1 Y 1
0 1
p is less than 
or equal to 1N 9 N 9
Applied to group 
home
Y 0 Y 4
5 1
p is less then 
or equal to 
0.05
N 10 N 6
Applied support 
package
Y 0 Y 2
2.22 1
p is less than 
or equal to 1N 10 N 8
Applied for 
residential home 
with 24 hr care.
Y 9 Y 2
9.89 1
p is less then 
or equal to 
0.05N 1 N 8
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The analysis of results shows that there are differences between the two groups on 
some of the factors. Additional diagnosis, (e.g. Asperger’s Syndrome) a previous 
admission and detention under the mental health act are all factors that occur more 
frequently in the Delayed Discharge group. However, the differences are not 
statistically significant. The factors violence to others and applying for residential 
home accommodation occur more frequently in the Delayed Diagnosis Group and 
application to a Group Home less frequently and these are statistically significant, this 
suggests that these factors may have a contributory effect on the discharge of clients 
from the Service.
6. Discussion
The results show that there are differences in the numbers of clients who have 
additional diagnoses, are detained and who have previous admissions but none of 
these factors show a significant difference between the groups of clients with delayed 
discharge and those without delayed discharge. The factor of Risk when broken down 
into its components shows that type of risk is similar across both groups although 
there is a significant difference between the risk of ‘Violence to others’ between the 
delayed and not delayed discharge groups. Understandably this is an area that all 
accommodation placements will consider carefully because of their responsibilities to 
other clients and support staff. Staff members are concerned that there are few 
residential placements that will consider clients with a history of violence to others 
Other authors have expressed a need for more community based accommodation for 
this client group as well (Taylor and Jeffrey, 2004)
The type of accommodation applied for did vary significantly between the two groups. 
The clients who experienced delayed discharge were much more likely to have 
applied for 24 hour care in residential accommodation. This reflects the level of 
complex need experienced by most of the clients as measured by the Camberwell 
Assessment of Need. Gallagher and Teeson (2000) found that the CAN differentiated
Research
between levels of need of clients in two types of community team for people with 
severe and enduring mental illness — standard and assertive. This average need for 
clients in standard team was 6.3. In assertive team the level of average need was 11.4 
-  there was also a wider variation across client in this team. (Maximum would be 20) 
The average level of need for clients in the Rehabilitation and Recovery Service is 
10.9.
It seems that it is harder to get 24-hour residential home accommodation and this is 
probably linked to the way in which it is funded. Funding for residential homes entails 
a proposal to the Trust Funding Resources Allocation panel (RAP) and can be 
approved or disapproved. On reading through the clinical notes it seems that within 
the delayed discharge group there were instances of the first application being rejected 
by the RAP panel. In contrast group homes are funded through housing benefit and 
are therefore more straightforward. The reasons given for not allocating funding 
(where this information was available) were that the client’s needs did not seem to 
justify the application for a residential home. This could be linked to the Panel not 
being given relevant information or to a lack of understanding regarding the 
complexity of clients’ needs. However, it maybe that encouraging clients to live in 
accommodation such as a group home confers a greater level of independence and fits 
better with a theme of recovery. Unfortunately, many clients of the Rehabilitation and 
Recovery team have previously experienced a breakdown in accommodation 
placement possibly as a result of inappropriate level of care or support.
It was hypothesised that there are specific factors that are associated with delayed 
discharge. These factors have been identified and two factors -  applying to 24-hour 
residential accommodation and violence to others have been found to be statistically 
significant. This study backs up Boyle and Jenkins (2003) findings, that lack of 
suitable accommodation is a major factor in delayed discharge.
The information gathered in this study will be disseminated to the multi-disciplinary 
team at a monthly meeting in the second week of August and presented to the clients 
at their committee meeting in the 3rd week of July.
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6.1 Methodological limitations
The main difficulty in carrying out this study was getting hold of the information. The 
files of clinical notes had to be ordered in advance from a central holding place and 
several times the required file was missing and had to be tracked down from 
elsewhere in the Trust. The samples ended up being smaller than planned because 
some clinical notes were not retrievable and this may have added bias. However, the 
use of fully integrated notes i.e. all staff members write in same place in each file 
helped in tracking down information.
Statistically, the decision to use Chi-Squares could be questioned as with small sample 
sizes and two expected cells less than 5 the risk of a Type I error is high. That means 
that you might accept the experimental hypothesis too leniently. However, the total 
sample size was 20 exactly and statisticians suggest that the concern of Type I error is 
mainly where there are sample sizes of less than 20 (Coolican, 1994). The Chi-square 
result for the violence to others factor was significant at the 0.05 level (See Table 5) 
but not at 0.02 so their may be some doubt accepting the experimental hypothesis for 
this factor however, the 24 hour accommodation factor is significant at the 0.01 level, 
therefore this is the most significant factor. Larger participant samples would have 
increased the reliability of the statistical analyses.
6.2 Ideas for further research
This research could have been improved by establishing whether delayed discharge 
was associated with level of need as measured by the Camberwell Assessment of 
Need, unfortunately the tool was only introduced within the last three years and so 
was not completed for all clients.
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7. Conclusion
The Multi-Disciplinary Team asked for this research to be carried out so they could 
become more knowledgeable about the factors that are involved in delayed discharge 
in order to reduce the barriers to accommodation for their clients. This research shows 
that applying for 24-hour staffed residential accommodation is the most significant 
factor. It is possible that possible lack of suitable accommodation and funding maybe 
hard to change. However, ensuring that the complexity of each client’s needs and the 
impact this has on their day to day living is clear may aid understanding of funding 
bodies and reduce the social exclusion involved with delayed discharge.
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SRRP Appendices 
Appendix 1 Regional Profile
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Impact of housing costs for individuals in the bottom fifth of GB income distribution,
2003/04
London had the highest average total income in 2002/03 at £34,000 for males and £21,500 
for females. This is over 30 per cent greater than the UK average for each sex. The lowest 
incomes were in Wales with men earning about £20,000 and females earning on average 40 
per cent less, at £14,500.
In 2002/03, average total income in the UK for males was £25,500 and £16,300 for females. 
Males continued to have higher incomes (averaging over 50 per cent more than females). The 
widest income gap was in the South East with males having an extra £13,000, which is over 
70 per cent more than females in the region.
London had the highest percentage of individuals who belonged to the top fifth of household 
income in Great Britain, both before and after taking account of housing costs. As an effect 
of the high housing costs in the region, the proportion of Londoners in the upper fifth 
(income quintile) decreased by 3 percentage points in 2003/04. In contrast, Wales gained an 
additional 2 per cent of individuals with an income at the top fifth of Great Britain after 
housing expenses.
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Despite the high overall level of income in London, the region had over a quarter of 
individuals in the bottom fifth (quintile) of the income distribution for GB as a whole, after 
taking account of housing costs. There was an increase of 5 percentage points in the 
proportion of individuals ranked in the bottom fifth, once housing costs had been taken into 
account. London had the largest change in proportions, at both ends of the income scale, 
when housing costs were taken into account.
Of all the regions, only London and the South East had more individuals added into the 
bottom fifth as a consequence of the high housing costs.
Households in London consistently had the highest average total income and were also the 
highest spenders. Household income was £740 per week over the 2001 to 2004 period. This 
is £190 above the UK average. A typical expenditure of £485.50 per week would include an 
average of £57 a week on household bills during 2001 to 2004.
Households in London spent 20 per cent more than those in the UK overall at £406.20 per 
week and 45 per cent more than the North East at £335.70 per week. Individuals in the South 
East spent on average £203.70 per week, while in the North East, the least was spent at 
around £140 a week.
Published on 23 May 2006 at 0:01 am
This page printed from National Statistics Website.
Crown Copyright applies unless otherwise stated.
UK XT . , ,  , JT7 _ i v About, , 8 July
national S T 9 T iS T iC S Snar)shoi n0m Us 2008
Regional Profile
South East
£
The South East had a population of 8.2 million in 2006. This was 214,000 more compared
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with mid-2001 and an increase of
14 per cent since 1981. The largest percentage change was a 
78 per cent increase in Milton Keynes.
Population density was highest in Portsmouth with 4,879 people per square kilometre in 
2006. Outside London, the South East had the two most densely populated authorities, 
Portsmouth and Southampton. The local authority districts of Chichester and West 
Oxfordshire had the lowest population densities in the region with 139 and 140 people per 
square kilometre respectively.
The infant mortality rate in the South East was 3.9 per 1,000 live births in 2005, lower than 
the UK rate of 5.1.
The proportion of people of working age qualified to GCE A level/ equivalent or higher was 
55 per cent in the second quarter of 2007, compared with a UK average of 51 per cent.
In the second quarter of 2007 the employment rate (for people of working age) in the South 
East of 79 per cent was the highest in the UK where the overall rate was 74 per cent.
In April 2007, the median gross weekly earnings for full-time employees on adult rates in the 
South East were £559 for males and £422 for females. This was 12 and 7 per cent 
respectively above the UK levels.
The average price for a semi-detached house in England and Wales in 2006 was £185,000. In 
the South East, the price for the same type of dwelling was 29 per cent higher at £239,000, 
the second highest price in England and Wales.
Gross value added (GVA) per head in the South East in 2006 was £20,300 compared with 
£19,100 for the UK as a whole.
Households in the South East spent more than any other region on transport in 2003/04 to 
2005/06 at £70 per week, compared with the UK average of £61.
In the South East, 26 per cent of police officers were women, the highest percentage of any 
country or region in the UK.
Published on 9 May 2008 at 9:30 am
This page printed from National Statistics Website.
Crown Copyright applies unless otherwise stated.
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Appendix 2 Delayed Discharge Documentation
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w a
NHS Trust
Delayed Discharge Key: A - 1
R easons for d e layed  tra n s fe r o f care
Responsibility 
of NHS
Attributable 
to Social 
Care
Attributable 
to both
A. Awaiting completion of 
assessm ent
✓ ✓ ✓
B. Awaiting public funding. ✓ ✓ ✓
C. Awaiting further (non acute) NHS 
care (including intermediate care, 
rehabilitation services etc).
✓
D. (i) Awaiting residential hom e 
placement or availability
✓ ✓
D. (ii) Awaiting nursing home 
placement or availability
✓ ✓ ✓
E. Awaiting care package in own 
home
✓ ✓ ✓
F. Awaiting community equipm ent 
and adaptions
✓ ✓ ✓
G. Patient or Family choice. ✓ ✓ X
H. Disputes. ✓ ✓ X
1. Housing -  patients not covered by 
NHS and Community C are Act
✓ x x
A patient should only be counted in ONE category of delay, this category should be the one most 
appropriately describing their reason for delay and total numbers allocated to reasons for delay 
should equal the number of patients delayed. The table also show s which reasons can be 
attributed to NHS, Social Care and both.
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A. Delay awaiting assessm ent
All patients whose transfer is delayed due to them waiting completion of an  assessm en t of their future care 
needs and identifying an  appropriate care setting. This can include any a ssessm en t by health and/or social 
care professionals. Therefore delays can  be  due to either: NHS, Social Services or a combination of both.
B. Delays awaiting public funding
All patients w hose assessm en t is com plete but transfer has been delayed due  to awaiting Social Services 
funding (e.g. for residential or home care), or NHS funding (e.g. for nursing care or continuing healthcare). 
This should also include ca se s  w here Social Services and NHS have failed to agree funding for a joint 
package or an individual is disputing a  decision over fully-funded NHS continuing care in the independent 
sector.
C. Delay awaiting further NHS care, including intermediate care
All patients whose assessm en t is com plete but transfer is delayed due to awaiting further NHS care, i.e. any 
acute and non-acute and mental health care, including intermediate care. Also continuing health care fully 
funded by the NHS in the independent sector. This should not include delays in providing NHS care provided 
in the patient's own home, such a s  that provided by a  District Nurse.
D. Delay awaiting Residential/Nursing Home Placement/Availability
All patients whose assessm en t is com plete but transfer is delayed due to awaiting Nursing/Residential home 
placement, because of lack of availability of a  suitable place to m eet their a s s e s se d  care needs.
This does not include patients w here Social Services funding has been agreed, but they or their family are 
exercising their right to choose a  hom e under the Direction on Choice.
E. Delay due to awaiting care package in own home
All patients whose assessm ent is complete but transfer is delayed due to awaiting a  package of care in their home. 
The delay should be logged a s  the responsibility of the agency responsible for providing the service which is delayed. 
This should be possible to ascertain even where agencies operate in partnership as  statutory responsibilities for care 
do not change under partnership arrangements. NHS input to a home care package might include the services of a 
district nurse or CRN, an occupational therapist or physiotherapist.
The further acute and non-acute and mental health NHS care’ box should be used to record NHS services where 
these are not provided in the patient’s  home, examples of which might include intermediate care, rehabilitative care, 
care provided in a  community hospital, or fully-funded NHS continuing care.
The delay should only be logged a s  the responsibility of both agencies where both NHS and local authority services 
are delayed.
F. Delays due to awaiting community equipment and adaptions
All patients whose assessm en t is com plete but transfer is delayed due to awaiting the supply of items of 
community equipm ent
Where equipment is provided via a  service delivered in partnership between the NHS and the local authority, it 
should nonetheless be possible to identify the cause of any delay, and the parties responsible.
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Ail patients w hose assessm en t is complete and who have been made a reasonable offer of services, but who 
have refused that offer. It would also include delays incurred by patients who will be  funding their own care 
e.g. through insisting on placem ent in a  home with no foreseeable vacancies.
Note that the Direction on Choice should not be used as  a reason to delay a patient's discharge. The 
provisions of the Direction on Choice continue to apply to patients leaving hospital for a  place in a  care home.
Where social services are  responsible for providing services and a person 's preferred home of choice is not 
immediately available, they should offer an  interim package of care. All interim arrangem ents should be based 
solely on the patients a sse sse d  needs and sustain or improve their level of independence.
G. Delay due to patient or family exercising choice
The guidance accompanying the Community Care (Delayed Discharges etc.) Act 2003 requires social 
services departm ents to make appropriate interim arrangem ents for patients delayed waiting for housing, 
rather than allow them  to remain in hospital when they are fit to move on. If there a re  delays in arranging the 
interim placement, their reason for delay should be recorded under that of the delayed interim package (eg 
residential care, care package in own home).
However, som e patients delayed for housing reasons may not be eligible for community care services and 
therefore are not the responsibility of social services. Examples could be asylum seekers or single homeless 
people.
I. Housing -  patients not covered by NHS and Community Care Act
This should be used  only to record disputes between statutory agencies, either concerning responsibility for 
the patient’s  onward care, or concerning an  aspect of the discharge decision, e.g. readiness for discharge or 
appropriateness of the care package.
Disputes may n o t be recorded a s  the responsibility of both agencies. NHS bodies and councils are expected 
to operate within a  culture of problem solving and partnership, where formal dispute is a  last resort. The 
patient should not be  involved in the dispute, and should always be cared for in an  appropriate environment 
throughout the process.
Accordingly frontline staff should allocate responsibility for the patient’s  care to one  organisation, who may 
then take the dispute to formal resolution without involving the patient or affecting his/her care pathway. The 
delay should be recorded as  the responsibility of the agency that is taking interim responsibility for the 
patient’s  care.
Where a  delay is caused  because of a patient’s  disagreem ent with an aspect of the care package or decision 
to discharge, this should not be listed under disputes but recorded under patient choice.
H. Disputes
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Appendix 3
SRRP Record Form
Client No Delayed Discharge OR Not Delayed Discharge
Dates Delayed Discharge..........................................................................................................
Admission.
Age I DOB
Gender
Diagnosis
Additional diagnosis
Organic diagnosis
Detained
Home Office Approval 
needed
Reason for admission
Previous admissions? 
First admission at
Risk
Arson
Drug /alcohol 
Severe Self Harm 
Schedule 1 sex offences
Individual Financial 
Difficulties
Family support
Funding
Accommodation 
availability / range of 
support
RAP Panel
Employment
Staff members involved 
For comments
Type of accommodation 
applied to
Type of accommodation 
gained
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Appendix 4 Proof of Feedback to Service
RE: research project https://outlook2003.surrey.ac.uk/exchange/psp I gr/Inbox/RE:%20n
Reply ^  Reply to all %  Forward | X  : Close | #  Help
0  You replied on 31-Jan-07 9:52 AM.
From: Creighton Anthony [Anthony.Creighton@sussexpartnership.nhs.uk] Sent: Wed 31-Jan-07 8:59 AM
To: Roose G Ms (PG/R - Psychology)
Cc:
Subject: RE: research project
Attachments:
View As Web Page
Hi Gillian
I expect Lyn at Barnfield will have them electronically. However having found a hard copy, I can
confirm that you did attend the September 06 business meeting and explained the research you had
undertaken regarding delayed discharge.
re g a rd s
Tony
— Original Message—
From: G.Roose@surrey.ac.uk [mailto:G.Roose@surrey.ac.uk]
Sent: 27 January 2007 21:08 
To: Creighton Anthony 
Subject: research project
Dear Tony,
Hope you are well. I am after a favour - 1 have just realised that I need some proof that I fed 
back to the MDT about the small research project on delayed discharge. I know 1 did this at an 
MDT business meeting on 1st Spetmber 2006. Could you please send me an email 
conmfirming this so I can include it as evidence for K.SF.
Thanks very much, 
Gillian
1 of 1 12/07/2008 2
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Discourse Analysis of Newsprint Reporting of Psychosis: A Case Study
Year 2 May 2006
102
Research
Abstract
Rationale
Representations of mental illness, specifically schizophrenia and psychotic illness in 
the print media did not match the understanding of the authors. Research such as the 
SHIFT Report (2006) indicate that this is widespread. We hoped to generate a 
conceptualisation of the power differentials between people with mental illness, the 
general public and the media.
Methodology
We opted to use critical discursive psychology, combining discursive psychology with 
Foucauldian discourse analysis to facilitate an understanding of how texts depict 
issues of power using language (Coyle, 2006).
Sources
Stories from 6 newspapers on one case during a specific time period were selected. 
Analysis
We each analysed a portion of the articles by identifying common themes and 
discussed our findings with the rest of the group.
Results
Our analysis yielded five categories of discursive patterns: ‘Mad or bad’, ‘blame’, 
‘medication’, ‘outgrouping’ and humanising / dehumanising’. We focused our 
discussion on this last theme based on the culture of our work, as this seemed 
particularly relevant to the issue of power.
Discussion
Media reporting was found to support hypothesised prejudices, using sensationalist 
language and drawing on categorisations such as ‘good versus bad’ so removing the 
need for readers to generate their own views. Language seemed geared to 
strengthening the reader’s emotional reaction, implying the inevitability and 
enjoyment of violence in psychosis. The positioning of these themes visually and 
conceptually led the reader to dismiss the individual’s identity beyond his behaviour. 
This occurred at a time of public concern surrounding mental illness.
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Research Log Checklist
Formulating and testing hypotheses and 
research questions
* In both SRRP and MRP
Carrying out a structured literature 
search using information technology and 
literature search tools
v Athens and Ovid access to 
PsycINFO, PsycARTICLES. Used 
JSTOR to search for older articles. Also 
used Psychology and Behavioural 
Sciences collection. Checked other Clin. 
Psych, courses for unpublished 
dissertations.
Critically reviewing relevant literature 
and evaluating research methods
In SRRP MRP and Qualitative 
project.
Formulating specific research questions v For MRP and SRRP
Writing brief research proposals '  Written for SRRP and MRP
Writing detailed research proposals/ 
protocols
'F o r  MRP
Considering issues related to ethical 
practice in research, including issues of 
diversity, and structuring plans 
accordingly
V
Obtaining approval from a research 
ethics committee
'  From University of Surrey and NHS 
Ethics Committee
Obtaining appropriate supervision for 
research
'  From course team and field supervisor
Obtaining appropriate collaboration for 
research
'  From field supervisor
Collecting data from research 
participants
Choosing appropriate design for 
research questions
'  Selected a design suitable for the 
research question for MRP and SRRP
Writing patient information and consent 
forms
'  Participant information sheet and a 
consent form written for MRP
Devising and administering 
questionnaires
✓
Negotiating access to study participants 
in applied NHS settings
'  Through Trust Feasibility study and 
Research and Development approval and 
negotiations with each team.
Setting up a data file 1/
Conducting statistical data analysis 
using SPSS
V
Choosing appropriate statistical analyses '  For SRRP
Preparing quantitative data for analysis V
Choosing appropriate quantitative data 
analysis
V
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M ajor Research Project
The Experiences of Women who live with Psychosis
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1. Abstract
Title
The experiences of women who live with psychosis.
Objective
This research aims to develop an understanding of what it is like for women to live 
with psychosis. Few previous studies have focused on the experiences of women 
living with psychosis yet women have particular lifespan experiences that can be 
impacted on by psychosis. Therefore the aim of this research is to address this by 
providing rich qualitative data and an emergent grounded theory explanation of how 
women experience and live with psychosis.
Design
This is a qualitative study. A semi-structured interview format was used to collect data 
and the data was analysed using a Grounded Theory approach.
Participants
The participants were eleven women aged between twenty-four and sixty-nine who 
experienced psychosis.
Results
The emergent theory suggested that for the women in this study moving on from 
psychosis was facilitated though positive relationships with professionals. The 
participants preferred to work with female professionals. The negotiation of self, 
identity and recovery in relation to experiences of psychosis is a complex and 
developing process that appeared to be facilitated by positive relationships.
Conclusions
Positive relationships with female professionals are important to facilitate recovery for 
women who experience psychosis. Clinical implications and areas for future research 
will be considered.
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2. Introduction
This study considers the experiences of women who live with psychosis. In the 
introduction the context and background of the research are provided, followed by a 
review of the relevant literature. Relevant methodological issues are included in the 
last section. Psychosis is the main terminology used in this study because this 
describes an experience rather than a medical diagnosis of schizophrenia. Where an 
original study has used the term schizophrenia this has been used to ensure accurate 
description of the original work.
2.1 Background
Recent Government policy in the United Kingdom has brought the needs of women 
with mental health problems to the forefront of mental health services. Women’s 
Mental Health: into the Mainstream (DH, 2002) aimed to achieve a mainstream 
approach to gender in mental health service organisation and delivery. This was 
followed by Mainstreaming Gender and Women's Mental Health (DH, 2003), which 
recommended ways in which services could implement key areas for action. Recently 
the Recovery approach (Allott et al., 2004) to working with serious mental health 
problems, and in particular, psychosis has become more prevalent within mental 
health services (Shepherd et al., 2008) and as a result many women have been 
involved with Recovery services.
2.2 Literature Review
The literature review consists of three main strands. Firstly, the relevance of lifespan 
theory to women’s mental health was considered. It was important to take a lifespan 
view of women’s experiences of living with serious mental health problems due to the 
interaction between mental health problems and the various roles that women assume 
during their lifetimes. Secondly, the literature about women and serious mental health 
problems and in particular, psychosis was reviewed. This included exploring some of 
the areas of concern that have been raised by service users. Lastly, the recovery model 
literature was reviewed to consider the interaction between the model and the 
concerns of women who experience psychosis.
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Lifespan Theory
The premise of lifespan psychology is that individual development is a life long 
process and that all people have transitions to negotiate across their lifespan 
(Sugarman, 2001). Levinson’s lifecycle theory (Levinson, 1978) consists of a 
sequence of eras with specific psychological characteristics. Transitions occur as an 
individual negotiates the move from one era to another. Central to Levinson’s theory 
is the idea of the Dream; this is formed between the ages of seventeen and twenty-two 
and is made up of the person’s life goals. Gilligan (1982) noted that studies (Vailants, 
1977; Levinson, 1978) seemed to have two main views of adulthood for men, either 
the ability for relationships and emotional expression is simply decreased or 
“relationships are subordinated to the ongoing process o f individuation and 
achievement, ” (Gilligan, 1982, p 154). Levinson’s theory was developed from 
interviews with men only but Roberts and Newton (1987) interviewed women and 
suggested that they too experience a major transition around the ages of seventeen and 
twenty-two when they developed their life goals. Women’s dreams consisted of 
personal goals such as a career (similar to men) but also interpersonal goals. Feminist 
theorists have underlined the significance of not talking about women or men as if 
they possessed fixed traits. Instead behaviour should be seen as occurring in response 
to the environment with each person rooted in his or her time and culture. Therefore it 
is important to bear in mind the possible cohort effect in Levinson’s (1978) research, 
as his and others’ lifespan developmental theories were developed from interviews 
with people bom in America during The Depression in the1920s and 30s. Rossi
(1980) has suggested that this could have privileged a certain type of outlook or 
approach to life. Lifespan theories aim to “invite an open approach to behavioural 
change that encourages alternative options at all ages and at any point in the life 
story” (Worell and Remer, 2003, p96). It is important that no assumptions are made 
about what are normal social roles for women as this could lead to mental health 
services impressing these roles upon women with the rationale that this will improve 
their quality of life (Perkins, 1984).
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Women and Psychosis
Early biomedical explanations of mental health tended not to differentiate between the 
mental health of men and women (Sparks, 2002). Mowbray et al., (1992) have 
suggested that previous formulations of gender differences in mental health that 
focussed on the ‘Women as Problem’ explanations were prominent in the1970s 
(Mowbray et ah, 1992), and that this led to a decreased focus on the impact of gender 
on serious mental health. Indeed, there is little research that considers women and 
psychosis apart from a predominantly biological perspective (Castle et al., 2000). 
Research has focused on the following areas: age of onset, biological causation, 
pregnancy and psychosis, often explained from a biological viewpoint. Angermeyer et 
al., (1989) reported that women tended to experience schizophrenia at a later age of 
onset than men and also have a further onset at forty to forty-five years. Biological 
explanations for this have emphasised the age differences in puberty between men and 
women (Ruiz et al., 2000), but this could also be influenced by social factors such as 
environment, parental and social attitudes to males and females (Hambrecht et al, 
1992). Additionally, it may be that the older age of women at first admission means 
that they are more likely to be living independently away from the family home and 
therefore any difficulties are less likely to be noticed. Other studies have suggested 
that more women experience hallucinations than men (Sharma et al., 1999) and that 
women are more likely to adhere to medical treatment (Payne, 1995).
Gender3 differences have received less attention than biological differences in the 
literature on psychosis. Test and Berlin (1981) examined gender differences in mental 
health service provision in a review of the literature prior to 1981 and concluded that; 
“the chronically mentally ill are regarded as almost genderless by researchers and 
clinicians ” (Test and Berlin, 1981, pl36). This statement is supported by Mowbray et 
al’s (1997) review of articles published in The Psychiatric Rehabilitation Journal, 
which found that most of the articles written about schizophrenia and psychosis did 
not report the gender of the participants. This lack of focus on the possible influence 
of gender has implications for the way services work with clients and the recovery of
3 Gender is defined as the activity o f managing situated conduct in the light o f normative conceptions o f 
attitudes and activities appropriate to one’s sex category (West and Zimmerman, 1991).
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both men and women. For example, Owen et a l, (1998) suggested that the 
predominance of men in adult mental health services for people with serious mental 
health problems led to men’s needs taking precedence over women’s. Women have 
particular lifespan experiences that can be impacted on by psychosis, for example, 
pregnancy, birth and caring for children as well as perhaps taking on a more caring 
role in the family. Yet neither the day-to-day process of living with a serious mental 
illness nor the impact of psychosis on transitions during the lifespan for women has 
been thoroughly researched (Chemomas, 2000).
The experiences of women who live with psychosis have been considered in three 
main studies. These studies are described here in chronological order. Test and Berlin
(1981) contended that there was a lack of gender-related thinking about working with 
people with chronic mental health problems and aimed to increase awareness of the 
concerns for women with long-term serious mental health problems. Test and Berlin 
stated that motherhood was considered mainly from the point of view of the child 
whose mother had mental health problems and not from the view of the mother 
managing parenting and marital roles. They noted that women often experienced great 
difficulties in interpersonal relationships and as a result were frequently socially 
isolated. At their extreme, these difficulties can influence vulnerability to sexual 
exploitation because their “loneliness and difficulties in judgement and interpersonal 
relationships increase their psychological vulnerability” (Test and Berlin, 1981, 
pl42). Ritsher et al., (1997) conducted a survey of women who experienced 
psychosis and serious mental health problems to consider the issues of living with a 
serious mental illness, interpersonal relationships and health concerns including 
relationships with health professionals. They reported that the issues that particularly 
concerned the participants were: relationships, parenting, abuse and physical health 
concerns and noted that these were not necessarily central to having mental health 
problems but ones that concerned all women. Chemomas et al., (2000) carried out five 
focus groups with women who discussed living with a psychotic illness, parenting, 
health, getting older, sexuality and relationships. The aim was to explore the women’s 
perceptions of their experiences living with schizophrenia or schizoaffective disorder. 
Chemomas concluded that there were considerable instances of loss in the women’s
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lives, experiences of stigma, a lack of social relationships and experiences of poverty 
but in spite of this the women were hopeful about their futures.
The issues of loss, motherhood, relationships, physical illness and stigma have been 
predominant in research concerning women with serious mental health problems who 
experience psychosis and so are considered separately in the following sections.
Experiences o f  Loss
Birchwood et al., (2005) positioned psychosis as a life event that limited the 
individual’s ability to achieve educationally and occupationally and also affected 
relationships. He further suggested that the loss of these positive experiences could 
lead to post psychotic depression. Wittmann and Keshavan (2007) linked this to the 
losses experienced by people diagnosed with a chronic physical illness. Indeed, there 
are many areas of similarity; day to day functioning affected, a loss of socialising and 
relationships, loss of career and identity (Asbring, 2001). In contrast, Wittmann and 
Keshavan (2007) (talking about schizophrenia) suggest that the loss experienced in 
psychosis is potentially more harmful because of the affect on cognitive and emotional 
functioning.
Chemomas et al., (2000) reported that loss was a predominant theme in the lives of 
women who had experienced psychosis. The areas discussed included loss of children, 
careers, relationships and social support. Loss was experienced prior to a diagnosis of 
schizophrenia and afterwards as the mental health problems impacted on functioning 
leading to further losses in the women’s lives. Loss of achievement was also 
experienced leading to a lack of self-confidence in their own abilities and a denial of 
social role. The loss of occupation within serious mental health problems was studied 
further by Hochman et al., (2008) who suggested that as well as loss of an established 
occupation, loss of ‘vocational potential’ should be considered as a major loss that 
necessitates therapeutic work for grief.
Relationships
The importance of social support and social networks for people with serious mental 
health problems and psychosis has been recognised in the literature. Generally people
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with a diagnosis of schizophrenia have smaller social networks (Thomicroft et ah, 
2000) and these may not always be helpful. Good social support and use of social 
networks is associated with improved functional outcome as measured by fewer 
symptoms and reduced admissions to hospital (Strauss and Carpenter, 1977). The 
direction of causality is not clear, as it may be that people who are more able to form 
good social support networks will then have an improved quality of life. It is also 
important to be clear about what is meant by social support, social networks and 
relationships. Social support and social networks could include professional 
relationships and does include family relationships; moreover the concept of support 
raises the question of who perceives it as supportive. There is also the separate 
consideration of friendship, which is less well researched. Boydell et ah, (2002) 
suggested that friendship has been taken over by the study of social support; however, 
friendship fits more comfortably within a lifespan approach, as it is something many 
people enjoy from childhood into adulthood. Friendship is also seen as beneficial and 
reciprocal whereas social support needs to be the right sort of social support to be 
helpful to the individual.
Relationships are thought to have a key role in all women’s lives (Gilligan, 1982). 
Indeed gender has long been considered influential on social functioning in psychosis 
with women more likely to get married, have jobs and good friendships (Andia et al.,
1995). Furthermore literature that compares men’s and women’s experiences of living 
with psychosis suggests that despite women having better psychosocial functioning 
than men the enhanced importance of the social content of life for women means that 
psychosis leads to a comparatively poorer quality of life (Kulkami, 1997). There are 
many factors involved in complex social relationships, for example culture. Vandiver 
(1998) reported that Canadian women who have experienced psychosis reported better 
social functioning in relationships than men, but in Cuba men reported better social 
relationships than women. Studies that have considered relationships have noted that 
for women with serious mental health problems, relationships including family 
relationships, intimate relationships and friendships have been difficult to develop and 
maintain (Cogan, 1998; Boydell et al., 2002; Chemomas et al., 2008). Chemomas et 
al., 2000) reported that family relationships provided both instrumental and emotional 
support; however, not all family members were supportive and relationships were
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often complex. Intimate relationships were also complicated and had clear advantages 
and disadvantages. Some of the participants included relationships with health 
professionals as significant in their lives and although these relationships were not 
truly reciprocal they made a substantial difference to the lives of women (Chemomas 
et al., 2000).
Stigma and Disclosure
Adults with long-term mental health problems are one of the most excluded groups of 
people in the United Kingdom. Exclusion comes as a result of stigma and from a 
stereotyped view of mental illness (Social Exclusion Unit, 2004). Stigma can occur as 
a result of overt discrimination or as a more subjective stigma, perhaps as a result of 
receiving what is perceived as a negative diagnosis such as schizophrenia (Dinos et 
al., 2004). Service users have described how they have experienced stigma from a 
range of sources. These include the general community, the workplace and the family; 
for example, relatives were described as being overly concerned and as treating the 
service user as less competent (Wahl, 1999).
The direct public aspect of stigma affects the individual’s opportunities for belonging 
in a community and taking part in employment and leisure activities. Link et al., 
(1997) described how people with mental health problems have less income, 
experience difficulties finding somewhere to live and have a reduced social network. 
Experiences of stigma in society and negative consequences of disclosure affected 
many of the women in Chemomas’ study (Chemomas et al., 2000) this meant they 
either decided not to disclose their mental health problems or chose to disclose and 
chance rejection from others. Stigma can also lead to individuals holding a negative 
stereotypical view about themselves, which will have an indirect affect on their ability 
to function in social and work situations. Camp et al., (2002) used qualitative accounts 
to explore the phenomenological aspects of stigma on the self-concept. The 
participants had an intellectual understanding of stigmatised perceptions and disagreed 
with them but even so adopted coping strategies (such as social withdrawal) that 
would lessen their social involvement and possibly decrease social competence.
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Being a Mother
Many women who have serious mental health problems are also mothers. In fact, 
women with serious mental health problems are more likely to have children than men 
with serious mental health problems (Howard, et ah, 2001). However, not all mothers 
with serious mental health problems are able to bring up their children, as custody loss 
is also common. Joseph et ah, (1999) surveyed women during an acute inpatient 
admission in America and found that 20% had custody of their children, whereas 
Kumar et ah, (1995) reported that 50% of women leaving a mother and baby unit (in 
the UK) did not have custody. Many of the studies about mental health problems and 
motherhood focus on the difficulties for the child (Murray et ah, 1999) fewer studies 
focus on the mother’s point of view. Nicholson et ah, (1998) explored women’s views 
on being a mother by using focus groups. They found that mental health services were 
less likely to see the women’s strengths as mothers and were more likely to see only 
the diagnosis. Family members were sometime experienced as helpful but also as 
interfering, perhaps taking over the role of parent and reinforcing the sick role for the 
mother. In a more recent study, Diaz-Caneja and Johnson (2006) asked women with 
serious mental health problems about their experiences of motherhood. Emergent 
themes included the positive aspects of motherhood where women explained that 
being a mother gave them a purpose in life. However, the fear of losing the custody of 
their children was a major concern particularly as statutory services were perceived to 
act quickly to remove children rather than arrange support for the mother.
Physical Illness
Several reviews have found that people with a diagnosis of schizophrenia are more 
likely to experience physical illness and increased mortality (Brown, 1997). Hannerz, 
et al., (2001) found that women with schizophrenia have increased risks of several 
chronic physical illnesses and have a shorter life expectancy than women in the 
general population. Concern about physical health has been expressed alongside a 
worry of getting older, where the combination of mental health problems and 
deterioration of physical health are seen to increase vulnerability (Chemomas et al., 
2000).
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Violence and Abuse
Violence and abuse to women is not uncommon throughout the world. Browne (1993) 
reported that the lifetime rate of physical violence to all women was between 21 -  
34%. More recently, Walby and Allen (2004) reported findings from the British Crime 
Survey of 2004 to 2005 which showed that almost 50% women in England and Wales 
experienced at least one incident of domestic violence, sexual assault or stalking in 
their lifetime. The rates of abuse; physical, sexual, emotional and financial are known 
to be higher in the lives of women with mental health problems (Firsten, 1991).
Mental health problems are thought to be precipitated by abuse and also a risk factor 
for abuse (Morrow, 2002). There are many elements thought to increase the likelihood 
of women experiencing violence and abuse, for example, poverty and homelessness 
(Bassuck, 1993) or living in poor quality and insecure housing (Test and Berlin,
1981). Fewer studies have considered what it is like for women to live with violence 
and psychosis. Rice (2006) interviewed women who had a diagnosis of schizophrenia 
and who had experienced violence. Three main themes became apparent: being 
stigmatised, foreclosing of possibilities and finding meanings in symptoms. Women 
spoke about feeling isolated and rejected and that no one believed their experiences of 
violence. Rice reported that none of the participants in her study talked about recovery 
or hope for their futures and suggested that violence combined with serious mental 
health problems may upset an individual’s ability to experience.
Hope and the Recovery Model
Chemomas et al., (2000) commented about how many of the women interviewed 
talked about faith or spirituality. This was not necessarily linked to an established 
religion but focussed more on day-to-day creative activities and on the importance of 
hope. The importance of hope in improving an individual’s quality of life has been 
written about in a variety of situations in mental and physical health (Farran and 
Popovich, 1990) and has been prominent in writings about recovery (Littrell et al.,
1996). Also some women in Chemomas et al’s (2000) study expressed their own 
personal philosophy about self and mental illness. One participant said “I think it’s 
important to see yourself as a person first. I t ’s part o f life that people with 
schizophrenia have the same desires as other people” (Chemomas et al., 2000, 
pi 520).
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Hope is thought to be a human experience common to all but it has proved an elusive 
concept to define (Perry et ah, 2007). It has been linked to understanding and the 
search for meaning in psychotic experiences. It seems that developing understanding 
can lead to enhanced feelings of hope but that also hope may enable understanding. 
Perry et al’s (2007) study of hope in first episode psychosis suggested that finding an 
individual meaning of psychosis enabled participants to feel hopeful. This was not 
common to all participants however, as some preferred to try and forget or push aside 
their experiences. This is similar to the work on styles of recovery (McGlashan, 1975) 
where individuals had either ‘sealing over’ or ‘integration’ styles. An integration 
recovery style is one where the individual is curious about their experiences and has 
an active approach to managing whereas the sealing over style involves avoidance and 
lack of curiosity in psychotic experiences.
Recovery from psychosis is now an influential approach in the United Kingdom, New 
Zealand, Ireland, USA, Italy, The Netherlands and Australia. In the United Kingdom 
this has been reflected in policy since the publication of The Journey to Recovery 
(DH, 2001). Recovery does not refer to being entirely free of psychotic symptoms but 
to a more holistic change to the individual through an ongoing journey that involves a 
renewed sense of self and a rewarding experience of life (Pitt et al, 2007). Recovery is 
a highly individual process but there may be some commonalities. For example, 
Forchuk et al., (2003) explained how the participants in their study described recovery 
as a process, “that started with improvements in their thinking and feelings and 
extended to a series o f reconnections with their environment”.
Various themes and processes have been developed from narratives of recovery (May, 
2004; Andresen et al., 2006) with common themes of hope, support and taking action. 
A further aspect is developing a coherent account of experiences (May, 2004). The 
importance of understanding an individual’s psychotic experiences has been 
recognised for some time (BPS, 2000) and could include curiosity about the content of 
psychotic experiences or about the potential factors that led to them developing 
psychosis.
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While recovery is considered to be a highly individual process, research studies have 
tried to develop some coherent stages to enable training for mental health 
professionals (Andresen et al., 2006). However, little attention has been paid to the 
influence of gender of recovery from psychosis. In other health arenas gender has not 
always been found to have an impact of recovery, for example from spinal cord injury 
(New, 2007). However gender has been thought to impact on quality of life for 
women recovering from coronary artery disease (Norris et al., 2004). Gender has also 
been considered in recovery from substance abuse (Grella et al., 2008) with gender- 
based models for recovery from substance abuse showing initial positive results 
(Najavits et al., 2007). Scheyett and McCarthy (2006) conducted a focus group study 
that examined the service needs of men and women for recovery. They reported that 
the participants had many common views regarding recovery but that they differed in 
their thinking about respect. Men and women thought that respect from services was 
crucial, but the women described respect as being shown by professionals in their 
engagement in an understanding relationship. Whereas the men said there was more 
focus on the importance of choice and independence. It is important to remember that 
recovery is an individualised process and each person’s experience whether they are 
male or female is unique. Men and women may experience society, family, 
relationships and mental health services differently, but there may also be common 
themes throughout the recovery process.
This literature review suggests that there are a number of common areas of concern 
for women who experience psychosis. However, the three studies that have considered 
the overall perceptions of women have been American and Canadian studies. A 
qualitative study conducted in the UK (Robertson and Lyons, 2003) considered 
women’s experiences of living with puerperal psychosis.4 Robertson and Lyons 
conducted a grounded theory study using qualitative interviews and identified three 
main categories: loss, relationships and whether puerperal psychosis was a separate 
mental health problem. They also described two higher order concepts called ‘living 
with emotions’ and ‘regaining and changing self’ The participants explained how 
psychosis led to the loss of their sense of self and how regaining their “old sense o f
4 Puerperal psychosis is the most severe form o f postnatal mental health problem and usually occurs 
within two weeks of birth. Opinion is divided as to whether it is a separate mental health problem or 
whether it is part o f psychosis or bipolar disorder (Platz and Kendall, 1988).
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s e l f’ was crucial for recovery, (Robertson and Lyons, 2003, p424). However, sense of 
self in women who experience psychosis across their lifespan has been rarely 
explored. How women make sense of their experiences and how these experiences 
affect their sense of self are linked to the recovery model with its emphasis on 
discovering or rediscovering a sense of self and identity (Shepherd et ah, 2008). 
Therefore the aim of the current study is to explore the perceptions of women who 
live with psychosis.
2.3 Methodology
A qualitative method was chosen because this research project used an open question, 
which aimed to explore the participants’ experiences. This facilitated an explorative 
approach that allowed the participants to respond in their own words and to enable the 
collection of data that is respectful of each individual and their life. A qualitative 
approach provides rich, detailed data that provides scope for detailed and thorough 
analysis.
In addition various philosophical assumptions about the research were considered. 
With reference to the ontological position of this research it was clear that reality 
would be seen as subjective and that various viewpoints of reality (from the 
participants) would be considered therefore fitting within a qualitative paradigm. The 
researcher aimed to be closer to the data than in a more objective quantitative study 
and a position of neutrality was not aimed for. Lastly, the approach to the research 
was a bottom up one, this means that the rich data is worked with in detail before any 
theories or hypotheses are developed. This inductive process fits with a qualitative 
approach.
Grounded theory (as described by Charmaz, 2008) and Interpretive Phenomenological 
Analysis (IPA) (Smith, 2008) were considered as possible approaches for this 
research. They have a number of similarities yet also important differences. For 
example, they are both able to provide a rich analysis that enables understanding of 
the participants’ views and experiences. Grounded Theory was chosen in this study 
because it offers a rigorous bottom up approach to analysis that enables the researcher 
to stay close to the data (Hallos and Vetere, 2005). This means that any interpretative 
work by the researcher is not developed until a later stage of analysis unlike IPA
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where interpretation is used nearer the beginning of the analysis (Dallos and Vetere, 
2005). Also this area of research does not already have well-developed theory 
associated with it and the researcher wished to develop a theoretical explanation that 
would provide further information about how women experience and live with 
psychosis.
Grounded Theory
Development o f  Grounded Theory and Theoretical Concepts.
Grounded Theory (Glaser and Strauss, 1967) provides a rigorous analytic approach 
combined with the development of an explanatory framework. It was developed as a 
thorough approach to the examination of social interaction and retains elements of 
objectivity from previous positivist approaches to field research. One of the original 
main theoretical concepts of Grounded Theory is that there is a knowable reality and 
that this could be influenced by an individual’s perceptions and cognitions (Glaser and 
Strauss, 1967). Annells (1996) suggested that the original Grounded Theory (Glaser 
and Strauss, 1967) has a critical realist ontological view and an epistemological view 
of a modified objectivist. However, Strauss and Corbin (1994) varied the theoretical 
concept and positioned grounded theory as more relativist and less objective 
suggesting that ideas of reality may be influenced by society and culture. In more 
recent developments of grounded theory the role and position of the researcher have 
changed to include a more social constructionist view where the researcher’s previous 
experience affects the data (Charmaz, 2008). However, all expositions of Grounded 
Theory involve the systematic gathering of data with ongoing sampling and analysing, 
leading to the development of a theory generated from the data.
There continues to be ongoing debate about how to include different meanings and 
understandings generated by varied approaches to Grounded Theory while continuing 
to put forward the quality of the systematic approach to data collection. This can 
appear confusing but as Henwood says “inflexible approaches that cannot take 
account o f important developments in theory and practice are likely to become 
fossilised and restricted in their range o f use ” (Henwood, 2006, p.69).
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Stages in the analysis o f  Grounded Theory
This study uses the approach to Grounded Theory described by Charmaz (1990; 1995; 
2006; 2008). This begins with ideas that are developed into open-ended questions. The 
participants’ responses may not fit with the researcher’s original ideas but can open up 
new areas of research. The research should maintain a balance between being guided 
by a theoretical framework that enables focus without reducing openness to analysing 
the data (Henwood, 2006).
The stages of analysis as suggested by Charmaz (2008) are firstly, initial coding; this 
is the process of examining each line of the data and defining what is happening or 
being talked about in that line of data. This detailed coding enables the researcher to 
compare the initial codes with each other and move towards a conceptualisation of the 
data yet at the same time to remain close to the data. As Charmaz says, '‘You build 
your analysis from the ground up without taking off on theoretical flights offancy ” 
(Charmaz, 2008, p 94). The second stage of analysis is a more focussed coding. This 
involves deciding which codes are best at explaining what is going on in the data, 
during this stage of the analysis the researcher compares interviews and the 
experiences of different participants. In the next stage of the analysis the strongest 
codes are developed into conceptual categories that have clear properties and also 
relate to other categories. Memos are helpful during this stage to clarify the properties 
of categories, to consider the extent and depth of categories, and to identify gaps in the 
analysis (Charmaz, 2008). Theoretical sampling is a later stage of analysis where the 
researcher samples further data to enable the development of an emerging theory and 
to further define categories. Charmaz suggests that when the researcher has developed 
a conceptual analysis of the data then it is the time to consider the literature in relation 
to emergent Grounded Theory explanation. The last stage is the writing up of the 
grounded theory analysis and there are varied approaches to how much data is 
included at this stage. Charmaz explained, “Unlike many grounded theorists, I  prefer 
to present many detailed interview quotations and examples in the body o f my work. I  
do so to keep the human story in the forefront o f the reader’s mind and to make the 
conceptual analysis more accessible to a wider audience” (Charmaz, 2000, p. 107). 
This approach has been followed in this study.
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Research Question
The research question is: what are the experiences of women who live with psychosis?
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3. Method
The method section includes details of the participants, the development and use of 
the semi-structured interview, the procedure and analysis of the research and 
considerations for the quality of the research.
3.1 Participants
The participants were eleven white European women over the age of eighteen who 
had experienced psychosis (see Table below). They all spoke English and were able to 
talk about their experiences of living with psychosis.
Table 1 Demographic detail of the participants.
Name (anonymised). Gender Age Diagnosis (as reported to the researcher by the 
participant).
Maggie F 48 Schizophrenia
Sarah F 45 Schizophrenia
Lucy F 38 Schizophrenia
Emily F 46 Schizophrenia
Nicky F 37 Paranoid Schizophrenia
Zoe F 25 Psychosis
Christina F 27 Christina told the researcher her diagnosis was 
psychosis but that she did not believe in it.
Laura F 30 Schizophrenia
Hannah F 24 Psychosis
Diana F 56 Schizoaffective disorder
Joan F 69 Schizophrenia
Recruitment of Participants
All participants were recruited from NHS services. Once ethical approval had been 
received (Appendix A) the researcher wrote to Early Intervention in Psychosis, 
Rehabilitation and Recovery and Assertive Outreach services to request a meeting 
about this study. The letter was followed by email and phone calls (if no response was 
received). All teams did respond. The researcher attended five team meetings and 
spoke about the aims and objectives of the research project, the semi-structured 
interview and the inclusion and exclusion criteria. Ethical concerns were also 
discussed with Care Coordinators and with the Field Supervisor. At this meeting Care 
Coordinators were provided with information both for themselves and to pass on to
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potential participants (Appendix C). Care Coordinators were asked to think about 
possible participants and encouraged to discuss the research with clients they thought 
might be interested in talking part in the research. Care Coordinators were also 
informed that they could phone the researcher for further information if needed. Care 
Coordinators phoned the researcher when they had a client who had expressed an 
interest in being a research participant. The Care Coordinators and the researcher then 
took into account the client’s wishes regarding the location, time and date of the 
research interview. Several participants phoned the researcher direct and the location, 
time and date of the research interview was arranged between the researcher and the 
participants.
Other NHS services were approached later to enable purposive sampling, for example, 
the Older People’s Mental Health Service was approached to incorporate the 
experiences of older women but no participants were forthcoming from this service.
Inclusion and Exclusion Criteria
The inclusion criteria stated that the participants should be women with experience of 
psychosis who were service users of secondary and tertiary NHS services. The 
exclusion criteria stated that women under the age of eighteen and women who have 
experienced psychosis resulting exclusively from brain injury or dementia or purely as 
a result of substance abuse should not be included as participants in this study.
3.2 Ethics
Ethical approval was gained from the University of Surrey Ethics Committee and the 
NHS Local Research Ethics Committee. The Sussex NHS Research Consortium 
Research and Approval Monitoring Committee approval was given for the research to 
proceed. A local NHS Trust assessment of feasibility was also agreed (Appendix A).
Confidentiality
The participant’s confidentiality was protected in a number of ways. Firstly, Care 
Coordinators already known by the potential participants made the initial contact with 
the potential participants to explain the purpose of the research either by phone, by 
email, by letter or in person. A Participant Information Sheet (Appendix C) was
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provided for the potential participant. The potential participant could then contact the 
researcher directly or again via their Care Coordinator. This ensured that Data 
Protection requirements were upheld, as the researcher did not have access to the 
personal address, email or phone number of the potential participants, unless after 
discussion on the phone the potential participant personally gave this to the researcher.
Secondly, the audio tape recordings did not have the participant’s name on but were 
labelled with an interview number and date only. The signed Consent Forms 
(Appendix C) and audiotapes were kept in a locked filing cabinet.
Thirdly, transcription of the audiotapes was carried out in a private residence using 
headphones in order to reduce the risk of the interview content being overheard.
Lastly, the completed transcripts did not have the participants’ real names on and were 
stored in a password-protected file on a private computer used only by the researcher 
in line with NHS Research Governance recommendations.
Informed Consent
Care Coordinators (who knew the clients well) discussed the research with each 
potential participant. They gave potential participants the Participant Information 
Sheet and answered questions. Participants could also phone the researcher to clarify 
any concerns prior to deciding whether they wished to take part in the research.
Prior to beginning the interview the researcher asked if the participant had any 
questions and checked that the participant understood the Consent Form (Appendix C) 
in particular the request to being audio taped. If the participants did not wish to be 
audio taped then they did not tick the relevant box and the researcher took notes 
instead, (this happened with one participant).
It was important to consider mental capacity in the process of obtaining informed 
consent and this was discussed with professionals at team presentations (BPS, 2006). 
There was no deception involved in this research and individuals were informed that 
their decision about participation would not affect their care. Also, participants were
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informed that they could choose to stop the interview when they wanted to and that 
they could remove their data if required.
Managing Potential Distress
It is recognised that discussing an individual’s mental health issues in an interview 
may contribute to their distress. Therefore arrangements were made to alleviate this. 
Firstly, the researcher arranged time to de-brief each participant after the interview. 
This involved a discussion of how they were feeling after talking about difficult 
issues, a discussion about their plans for the rest of the day (if they wanted to talk 
about this), and with some participants (depending on the location) a cup of tea or 
coffee after the interview. Most of the interviews took place on NHS property where 
staff members who knew the participant were available both before and after the 
interview therefore if the participant was distressed the researcher could talk to the 
staff member present and explain. The staff member would then arrange to provide 
some one to one time with the participant (as had been previously discussed in team 
meetings). Some interviews took place in the participant’s home with their Care 
Coordinator present (at the participant’s request). In these interviews the debriefing 
time was at the end of the interview. Additionally, the Care Coordinator’s experience 
and knowledge of their client was helpful to gauge the participant’s potential distress 
and to ascertain whether any further support was needed. Participants were informed 
that they could also phone the researcher or their Care Coordinator with any questions 
or concerns that may arise later as a result of the interview.
3.3 Procedure
A letter (Appendix C) providing information about the research project was sent to the 
identified services (Early Intervention in Psychosis, Rehabilitation and Recovery and 
Assertive Outreach). The letters were followed up with phone calls and emails to ask 
whether the researcher could present the research project at a team meeting. Initially 
two team meetings (followed by a further three meetings) were attended at which the 
research project was discussed, information was provided and the role of the Care 
Coordinator or Key Worker in the research was discussed. Written information was 
left with each team for Care Coordinators to pass on to identified potential participants 
(Appendix C). A further three team meetings were attended after the analysis of the
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first two transcripts to enable recruitment of participants. The participants who 
wished to take part in the research either contacted the researcher directly to arrange a 
time and place to meet or did this through their Care Coordinator. The research 
interview was carried out at a place that was comfortable and accessible for the 
participants. Some participants were interviewed in their own homes at their request 
and others chose to meet at an NHS team base. One participant was an inpatient and 
was therefore interviewed on NHS premises. Three of the participants chose to have 
their Care Coordinator present at the interview but the majority chose to be 
interviewed alone. The eleven interviews carried out lasted between fifty minutes to 
one and a half hours. Ten interviews were audio taped. One participant did not wish to 
be audio taped and verbatim notes were taken instead. At the end of each interview a 
debriefing session with the researcher was provided. This involved answering any 
further questions about the research project and the interview, a discussion of how the 
participant was feeling after the interview process and whether they felt distressed in 
any way by the experience. Participants were paid ten pounds for their time and 
expertise in the research interview and travel costs were reimbursed in line with 
recommendations (Involve, 2002; DH, 2006). Initial interviews raised questions about 
aging and the impact of reduced physical health and also about relationships with 
community and with neighbours in particular. The interview schedule was adjusted to 
include these questions and sampling aimed to interview women who could provide 
information about their experiences of becoming older.
The participants were asked how they would like to comment on the results. It was 
agreed that a shortened form of the results would be sent to them via their Care 
Coordinator and their comments on the credibility of the emergent theoretical 
explanation could be made either directly by mobile phone to the researcher or 
conveyed to the researcher via the Care Coordinator. If participants wished to read the 
complete analysis then this was sent to them for their further comments.
Saturation
It is acknowledged here that Grounded Theory requires that research should reach 
saturation but this has not been possible in this study due to pragmatic considerations
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i.e. time and the limitation of the word length of the finished study. This is considered 
further in the Limitations section.
3.4 The Semi Structured Interview
The original plan had been to use focus groups to collect data as in Chemomas et al’s 
study (2000), but this was changed in response to comments from health professionals 
and from women with psychosis. It was thought that some of the issues that would be 
discussed were potentially too sensitive to talk about in a group especially when the 
members of the group had not met each other before. Owen’s (2001) study backs this 
up. He approached pre-existing women’s groups because it was too difficult to set up 
research focus groups. Nevertheless, it remained difficult for the women to interact 
verbally within the groups.
Semi- structured interviews were chosen for this study because they provided an 
informal approach to asking questions that can develop into a conversation 
(Hermanowicz, 2002). In this way the interviewer does not need to stick exactly to the 
planned order of questions and prompts are included if the participant does not 
respond to an initial question. The semi-structured interview was developed from 
themes identified from previous research in this area. In particular the themes 
identified by Ritscher et al., (1997) and by Chemomas et al., (2000) were used as a 
framework. These were developed into the interview schedule with advice from the 
field supervisor, a Consultant Clinical Psychologist with many years of experience in 
working with women with serious mental health difficulties.
It was important to bear in mind that the participants may not have taken part in 
research projects before and that due to their mental health problems they may have 
difficulties maintaining attention and answering abstract or convoluted questions. 
Particular difficulties may have included slowed attention processes and difficulties 
with executive functioning (Gopal and Variend, 2005). Therefore the questions in the 
schedule were open ended but each question included a number of more concrete 
prompts to enable the participants to answer. Research has found that where there are 
difficulties in communication in an interview this may lead to either the participants or 
the interviewer dominating the interview (Bergman et al., 2006). They suggested that
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it was the interviewer’s willingness to engage with the emotional content in the 
interview that allowed for a more engaged and conversational interview process. 
Therefore the researcher’s style in the interviews aimed to reflect these comments by 
using person centred skills of genuineness, warmth and empathy.
3.5 Analysis
The data was analysed using grounded theory techniques described by Charmaz 
(2006, 2008). The analysis was conducted in the following stages. Firstly, the initial 
audio taped interviews were transcribed. During the transcription process initial 
thoughts about each interview were jotted down. Secondly, once two interviews were 
completed and transcribed each transcript was read several times. Line-by-line coding 
to give each line of data a definition or a name followed this. For example, the line by 
line coding for Maggie’s interview included the following codes: reality of having to 
get a job, difficulties at work, the responsibility of collecting insurance premiums, 
being proud of her attention to detail.
The third stage of analysis used more focused coding with a directive approach where 
the most useful, important and frequent codes were identified. Next these focused 
codes were thought through and considered for their potential to become categories or 
to join with other focused codes to be developed into an overarching category. When 
it was not clear where codes should fit in a category the original data was reviewed 
through the constant comparison method and this enabled clarification. At the same 
time memos were written to bring together ideas and questions from the beginning of 
analysis to the later stages of analysis. The memos described the category, the range 
and extent of the category, whether it changed across time and also raised questions 
about information that was not included in categories.
Emerging categories, which arose in the data, were explored further in later 
interviews. Reviewing the transcripts further checked the credibility of emerging 
categories. For example, after the first interviews were analysed further questions 
arose about getting older and also about relationships with the local community. This 
enabled the focusing of the interview schedule to include more questioning to clarify 
these particular topics. Additionally, early in the interview process discussions arose
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about the importance of friendship and social support and how this linked in with 
professional relationships. In following interviews questions were asked to enable 
explanation and understanding of this topic. When a new topic arose the earlier 
transcripts were returned to and considered in the light of the new topic. For example, 
the topic of power was talked about in a later interview and this led to a re-reading of 
earlier transcripts to clarify the aspects, range and relevance of power to all 
participants. This process of theoretical sampling enables the development of the 
emerging theory (Charmaz, 2006).
3.6 Audit trail
An audit trail is one of the approaches used to provide additional rigour and validity in 
qualitative studies (Dallos and Vetere, 2005). It can consist of chronological narrative 
entries of research activities, coded transcripts and initial codes (Creswell, 2007). 
Alternatively, the audit trail can be seen as the “sum o f documents related to a 
Grounded Theory inquiry” (Fassinger, 2005, p. 163). The audit trail for this study is 
explained here. (Original material is in Appendix D).
All interview transcripts were initially coded using line-by-line coding. The line-by- 
line codes were listed (for the 1st interview this comprised 170 codes, see Appendix 
D). Then the line-by-line coded transcript was analysed again using more focussed 
coding (Appendix D). Further interviews were analysed in the same way. Where new 
areas for exploration arose (from a new interview) these were incorporated into the 
research interview to clarify the range, depth and support for a new code. Codes from 
further interviews were incorporated into the beginning categories. A table was 
generated showing quotes from the data, line-by-line codes, focused codes and 
emerging categories (Appendix D). Memos were used to explain the properties of the 
categories, to say when and where and in what instances they occurred. In this way, 
the category of relationships and social self explained how the loss of usual social 
experiences meant that the women interviewed used professional relationships instead, 
and how these professional relationships (preferably with other women) became the 
vehicle for managing day-to-day and moving on. This linked the social relationships 
category to the day-to-day and moving on categories and enabled the development of
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theory. Later, the literature was explored to ascertain possible links and relationships 
in previous research.
3.7 Criteria for judging the quality of research
In this section the steps taken to enhance the credibility of the research and emerging 
theory are described. Developing criteria forjudging the quality of qualitative research 
is a challenging process (Yardley, 2008). As Charmaz (2006, p 182) says “Criteria for  
evaluating research depend on who forms them and what purpose he or she invokes 
However, the four central tenets are credibility, originality, resonance and usefulness 
(Charmaz, 2006). In this study the steps taken to ensure credibility both of the 
research process and of the emerging theory included the following. Firstly, through 
checking whether the researcher achieved familiarity with the topic. This has been 
achieved through in-depth interviews that have provided rich and varied data and 
through the use of theoretical sampling to extend and deepen the data. Secondly, by 
ensuring that claims that have been made in the emerging Grounded Theory 
explanations are grounded in the data. This has been checked and the many quotes 
providing the voices of the participants included in the Results section provide 
transparency, this enables a reader to form an independent assessment and agree with 
the researcher’s claims (Charmaz, 2006). Thirdly, the data has been systematically 
studied to consider comparisons between observations and categories.
This research offers originality in that few studies have considered the experience of 
women with psychosis (particularly in the United Kingdom). The research has 
potential clinical implications (discussed later) and therefore meets the usefulness 
criteria. As part of this study a programme of dissemination was carried out that 
involved return visits to the teams who helped in this research.
The research should also have resonance. Charmaz (2006, p i83.) asks, “Doesyour 
grounded theory make sense to your participants or people who share their 
circumstances? ” The participants who responded after receiving the results said that 
they were pleased to receive the research findings. One participant wanted to 
emphasise the importance of having a female professional working with her. Another 
participant was interested to hear that other women also wanted relationships and was
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pleased that others felt the same way. A third verbal response from a participant 
included pleasure at receiving the results that reflected her experiences. A response 
from a Care Coordinator explained how she and her client (a participant) had enjoyed 
reading the results and discussing them together.
In this study sensitivity to context has been considered through the inclusion of 
relevant theoretical and empirical literature (Yardley, 2008) and commitment and 
rigour have been addressed through the use of grounded theory methodology with 
links made between the data and developed analysis (Charmaz, 2008).
3.8 The researcher
The whole qualitative research process involves the views, opinions and experiences 
of the researcher and consequently the role of the researcher needs to be clear and 
acknowledged (Kenwood and Pidgeon, 1992). As a woman and a mother I have many 
commonalities with the participants, this may on the one hand enable understanding, 
but also may have led me to make assumptions and jump to conclusions that are 
drawn more from my own life experiences rather than those of the participants. For 
example, I would find giving up a child for adoption very distressing and I might 
assume that everyone would experience this distress whereas this might not be the 
case.
Research has suggested that people with a diagnosis of schizophrenia or psychosis 
have sometimes been excluded from qualitative research (Gee et al., 2007). In my role 
as an assistant psychologist I worked with people who had experienced long term 
serious mental health problems. These experiences influenced the current research as 
it prompted me to include women who traditionally may have been excluded from 
research due to a perceived lack of understanding and ability to articulate their 
experiences. Therefore it was important that the research procedure was made 
accessible to the participants.
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4. Results
The current study uses a constructivist approach positioned within an interpretative 
framework following the guidelines of Kathy Charmaz (2006) for grounded theory 
studies. In this section a middle range theory is presented. Firstly, the categories that 
were developed from the data using a grounded theory analysis are described and then 
explicated. Two diagrams are presented to provide further illustration about the 
development of the middle range grounded theory.
For the women in this study the middle range theory of relationships and recovery is 
made up of the following categories ‘making sense of it all’ (the experience of 
psychosis), ‘social self and relationships’and ‘moving on’ (See Diagram l).Self in 
relation to psychosis was facilitated by positive relationships which contributed to 
making sense of it all. This varied along a continuum of closeness and separateness or 
was seen as different stages in a recovery process. In this way, psychosis was either 
something other and apart from the individual or a part of themselves and was closely 
related to self and identity. This finding suggested a link to both the style of coping 
and to the stage of recovery and has raised implications for therapeutic relationships 
and therapeutic practice.
This initial middle range theory of relationships and recovery derived from this 
grounded theory analysis suggests that relationships facilitate aspects of ‘moving 
on’and recovery such as ‘looking forward and making plans’ (as shown in Diagram 1) 
but that setbacks such as ‘getting older’ (inward arrows) impact negatively on 
relationships and therefore on recovery. Therefore it is suggested that the process of 
recovery is energised and sustained by positive facilitating relationships as 
experienced and defined by the individual women in this study.
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Diagram 1 The initial middle range theory of relationships and recovery derived 
from the grounded theory analysis.
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This middle range theory can be understood as a partial theory of recovery from 
psychosis. This links to a Vygotskian developmental perspective of learning through a 
process of scaffolding i.e. having things done for you, to doing something with the 
support of someone, to independence and doing things alone (Vygotsky, 1978). This 
will be considered further in the discussion section.
However, it is important to take into account the particular relevance of relationships 
for women -  for example, women’s needs to facilitate recovery through positive 
relationships can be misunderstood and seen as unhelpful dependency which can be 
perceived by services as unhelpful to their recovery. It seems that positive 
relationships facilitate recovery especially for women and this would suggest that any 
setbacks to developing relationships also constitute setbacks to recovery. Women’s 
experiences of and experiences with psychosis in this study included the negotiation 
of self, identity and recovery. This is a complex and developing process supported and 
resourced by relationships. Positive relationships (those that are supportive rather than 
critical5) were the vehicle that women say facilitated moving forward into recovery. 
This is shown in Diagram 2 and will be detailed further in the following section.
5 Positive relationships were defined by the women in this study as those that supported and encouraged 
them although this could have been carried out in different ways.
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Diagram 2 The impact of setbacks on relationships and recovery
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This middle range theory was developed through the grounded theory processes of 
line-by-line coding, focused coding and the constant comparison method. This 
involved analysing each line of text of every transcript and then giving each line a title 
or meaning and was followed by more focused and conceptual coding. Categories 
were developed from the focused codes with the aid of theoretical sampling. For 
example the ‘making sense of it all’ category was elaborated by seeking further data 
about the participants’ struggles in finding the right person to talk to about meaning in 
psychosis. In this way the category was refined and the data went from description 
towards analysis and theorising (Charmaz, 2008). A further example is regarding age. 
The significance of becoming older with psychosis arose in an early interview. The 
affect that age had on reducing social opportunities and positive relationships was 
significant and needed further exploration to confirm or disconfirm these experiences. 
Therefore the researcher sought further participants from older age groups. Using the 
Grounded Theory memos the process of constant comparison enabled the
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relationships between and within the categories to develop in detail and power.6 This 
was a process of progressive hypothesising, which helped develop the model above.
The next stage was to further consider the power and strength of each of the 
categories. Questions were used to establish this, for example, did the category 
provide important and useful links to another category? Did the category provide an 
approach or framework to enable explication of a theory? This process was managed 
through the sorting, organisation and reorganisation of data and memos including the 
data obtained through further theoretical sampling. Specifically, the memos were 
sorted and ordered by category title. Categories were compared to each other and with 
memos to see if they were discrete or could be subsumed within another category. 
Sometimes this meant going back (or thinking downwards) to the raw data to check 
how these categories were originally established and then to think upwards through 
the raw data to focused codes to memos and categories to the modelling of theory. 
Charmaz (2006) advised that the memos are sorted by hand so that the researcher can 
see how they fit and then shuffle them around. This study followed Charmaz’s 
direction as sticky notes were moved around; into, within and between categories to 
see which patterns best explained the data and facilitated the development of theory. 
The memos were used to guide this process and A3 sized paper was used to draw 
diagrams to show the links and patterns between categories that led to the further 
development of theoretical links. Once a model was arrived at it was left and returned 
to at a later stage and discussed in supervision. This was to check to see if thoughts 
and opinions regarding data stayed consistent, or whether further sorting and a more 
detailed establishment of links and relationships grounded in quotes from the 
transcripts was required. Theoretical sampling was used to explore further points 
raised in early interviews. The flexible approach to finding participants over several 
months facilitated this as participants who could provide a view were sought to 
confirm or disconfirm the developing points.
6 Strauss and Corbin (1990) use axial coding to specify the properties and dimensions o f the categories. 
This is a useful method as it provides a frame for further analysis however; Charmaz (2006) suggests 
this is not necessary as a more flexible approach to explicating the subcategories o f each category can 
be used.
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4.1 Development of the middle range theory
The grounded theory analysis led to the development of three main categories, firstly 
‘social self and relationships’ which spanned a wide range of views about 
relationships with friends, family, staff members, close and sexual relationships and 
relationships with the wider community. For all the participants, relationships with 
other people were necessary and important but also often problematic and difficult to 
begin and maintain. Barriers to facilitating relationships included difficulties with 
physical health, being older and experience of abusive and critical relationships.
The second main category, ‘making sense of it all’ included the women’s views 
regarding their explanations of their mental health problems. This included factors that 
they have considered as contributing to the start of their problems. The participants 
talked about their experiences of mental health problems, in particular psychosis and 
whether and how they tried to make sense of the psychotic experiences. Participants 
also considered how they viewed themselves in relation to their mental health 
problems and how they considered issues of self and identity. There was a significant 
need to make sense of psychosis. The women interviewed suggested a predominantly 
bio-psychosocial lifespan (similar to the stress-vulnerability approach Zubin and 
Spring, 1977) view with a possible predisposition through genetic or birth accident, 
which could be triggered by stress at a later stage. Experiences of psychosis were 
considered dislocating, disturbing and fear provoking.
The third category ‘getting through it and moving on’ covered how the women 
interviewed in this study talked about getting through each day and how this enabled 
moving on. This involved an active engagement with mental health problems to bring 
some routine and ultimately a sense of balance to each woman’s life. Setbacks to this 
process were identified and the causes and effects of the various setbacks were also 
explored.
‘Making sense of it all’ and ‘getting through it and moving on’ were both 
facilitated by positive relationships with friends, family and professionals. In this way 
the categories could be linked together into a middle range theory. The processes of 
‘getting through and moving on’ and ‘making sense of it all’ are hypothesised as being
138
Major Research Project
driven by positive facilitating relationships. This process is crucial for recovery, but 
true to the ethos of recovery it is different for each woman. The three main categories 
will now be considered in more detail.
4.2 Social self and relationships.
Relationships were important to all women interviewed. Relationships with friends 
and family members provided someone to talk to and a companion for shared activity. 
The amount and quality of relationships was reduced by the experiences of psychosis, 
whether this was through finding it difficult to communicate with others, having the 
ability to keep in touch, or through the stigma of being in hospital. Family 
relationships sometimes became difficult when family members did not see and treat 
the women as competent adults for example, Joan’s sister’s view of Joan’s hair, “She 
said to me how old are you? And I  said nearly seventy and she said i t’s about time you 
grew up and dyed your hair a more sensible colour, ” (Page 8, line 29).
Four of the women interviewed spoke about the experience of being mothers and the 
relationships they had or hoped to have with their children. Only one of the 
interviewees had continued to bring up her child and talked about how challenging 
this had been. Other women spoke about having children adopted or permanently 
cared for by relatives. This presented two very different situations; when the children 
were adopted into a different family the mother had no contact with them apart from 
letters whereas when a member of their own family adopted the children, contact 
continued. However, adoption within the family had advantages and disadvantages, on 
the one hand there was continued relationship but on the other hand the mother was in 
the position of watching someone else bring up her children as Lucy said, “I ’m very 
sad about that I ’m happy in a way that she’s looking after them but it doesn ’t, i t ’s like 
being pushed to one side and realising that at some point in your life that your 
children are grown up and you haven’t been there for all those little things, some o f  
those things. It hurts. ” (Page 10, lines 2 -  6).
Friendship was an area of loss for most of the women interviewed. They said that they 
had few or no friends because they had lost touch with them over the years through 
moving or being in hospital or just not keeping in touch or because they did not 
frequent the right places to make friends. Also the difficulties in relating to other
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people had led to problems in maintaining friendships. Nicky said, “I  don’t have any 
friends (laughs), well I ’m friends with the people who live in my house obviously. I ’ve 
got a friend who I  knew about 20 years ago but she’s not in contact with me anymore ” 
(Page 3, Lines 2 -  4). Interviewees particularly missed having female friends 
especially if they lived with male housemates. Lucy explained “I ’m the only girl in 
there the rest are all men but I  seem to get on with them. I  can’t ask to borrow clothes 
or ask to borrow make up or a chat, a girly chat” (Page 4, lines 19 -  21 and 23 — 24).
Relationships with professionals became highly significant and professionals were 
seen either as surrogate friends and family or just as friends. Professional relationships 
provided consistency and security, but also the same things as good relationships with 
friends and family, notably someone to go out with and someone to talk to. Because of 
this it was very important to be able to develop a good relationship with a 
professional. This was not always possible, for example, if a professional left. Maggie 
felt strongly about broken professional relationships. “I  saw Lisa to start with but it 
was sad because I  was getting on well with Lisa but she left and had a baby and then I  
got put over to Peter, and mm I  think a lady, perhaps i t’s me but I  think I  could have 
done with her a bit longer” (Page 12, lines 15-18). Overall female professionals 
were preferred to male professionals because it was easier to talk to another woman.
4.3 The process of ‘making sense of it all’
For the women in this study making sense of it all began with a process of thinking 
about what psychosis is and listening to other peoples’ views, then moved onto talking 
about it with other people. One key point in making sense of psychosis was in 
considering its cause. Thinking about this was thought to be facilitated by discussion 
with friends, family and or professionals. For example, stress was considered to be 
very influential in the development of mental health problems. Hannah and Maggie 
discussed stress at work and Zoe described stress from unhappy living arrangements. 
Zoe said, “I  think it was stress -  stress about the flat. I  was waiting for a transfer. I  
didn ’t like the flat and wanted to move but it took ages ” (Page 1, lines 26 -  29). 
Maggie also considered the possible role of inheritance, “I  think mum was a nervous 
person and dad was very emotional he used to cry when he got a letter from his family
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in Europe” (Page 4, lines 21 -  24). Laura speculated that difficulties when she was 
bom were triggered by life events and developed into psychosis.
Making sense of it all was carried out in an individual way. For example, the women 
interviewed had different names for their mental health problems and psychosis. 
Maggie, Sarah, and Hannah talked about psychosis and differentiated between their 
experiences of that and other experiences of depression and anxiety. Nicky talked 
about her schizophrenia and Emily and Lucy about being ill. Their use of particular 
words seemed to be linked to both the language of professionals and of their family 
members and to a certain extent reflected the age of the women interviewed; for 
example, only one of the women spontaneously used the word ‘recovery’. It is 
suggested that when professionals used the language spoken by clients this enables 
greater understanding of their experiences (Chadwick et al, 2002) and was possibly 
helpful for the women in this study to make sense of their experiences.
Making sense of it all required the participants to explore concerns about their 
psychotic experiences with friends, family and professionals. There were two aspects 
to this: wanting to talk and then choosing a person to talk to. Zoe was stuck in the 
position of wanting to talk to people because she thought it would help but not being 
able to “I  couldn ’t talk to people just couldn ’t talk to them I  wanted to talk to people 
but couldn 7 and the headaches and those stings on my back I  don 7 know what that 
was all about” (Page 2, lines 33 -  35). Once the decision had been made to talk it was 
not easy to find the right person to talk to as Laura explained “There’s the whole 
problem where nobody believes you in what happened. I  didn 7 disclose it to other 
staff because it was such a powerful experience” (Page 6, line 10 and line 16).
The process of talking about psychosis and making sense could begin once a helpful 
person was found. A helpful person was someone who listened, who believed the 
woman’s experiences and was not judgemental. As Laura explained, “I  think for  
example, the psychologist she’s very experienced, she manages to deal with it well 
She said she believed me. I  know that it’s not her personal belief but that she knows 
that it happenedfor me” (Page.6, lines 12 -  14). It was clear that the process of 
talking to a helpful person enabled the moving forward towards recovery as Laura
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said “you want to put it in a box and you don’t know which box to put it in and how to 
compartmentalise it” (Page 6, lines 2 0 -2 1 ) suggesting that once the experiences are 
compartmentalised you can perhaps move on. This could be linked theoretically with 
the process of ‘sealing over’ (McGlashan, 1975). This is a coping style that uses the 
minimising of problems and which aims to contain the experiences. Alternatively, in 
McGlashan’s ‘integrating’ coping style the experience of psychosis is explored, 
processed and validated. This can also be seen as similar to approaches to trauma 
where organising and working through the experiences rather than 
compartmentalising them is considered more helpful in the long term (Allen, 2005).
Positive relationships that facilitated experiences of talking about psychosis enabled 
reduction of stress as Sarah said, “Also, without support o f the support team I  
wouldn ’t be where I  am now because I  see them regularly it helps, so I  can offload my 
thoughts, so I  am not so alone and not so isolated” (Page 2, lines 1 -  3).
Additionally, positive relationships facilitated the development of understanding of 
self and identity in relation to psychosis through discussion with others. There were 
two main approaches to this: for some women psychosis was seen as separate to them 
for example Emily said there was a line between herself and what happened when she 
was not well, “then I  become not myself just something — not myself just unwell” 
(Page 14, line 27). But most of the women interviewed saw psychosis as part of them 
something that you could engage with, challenge, ultimately understand and integrate 
into their knowledge and understanding of themselves. Nicky had thought about 
herself in relation to her illness and had come to the conclusion that it was very much 
part of who she is. Nicky explained, “it’s part o f me, I  get ill in different ways 
sometimes it’s schizophrenia or an anxiety attack or a fixation... yes that’s me, i t’s all 
me, i t’s all from I  and I ” (Page 7, lines 27-27 and line 35).
4.4 The process of ‘getting through it and moving on’
The day-to-day activities and daily routine provided distraction from difficulties and 
also in building a sense of control and personal agency over the psychosis. Daily 
routine and occupation presented a real sense of moving forward by providing balance 
and stability rather than just as something to do each day. The establishment of a daily
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routine often supported by others at the beginning represented a first phase in moving 
forward. For Nicky routine enabled her to pace herself and not get too tired which in 
turn prevented becoming ill. For others a routine helped them get going in the 
morning and taking medication was part of the routine as Lucy said every morning, “I  
brush my teeth, I ’m up about 6. 30 in the morning.... I  brush my teeth take my tablets 
andfeed the fish then I  listen to the radio I  enjoy th a f  (Page 7, lines 15-18). Routine 
varied depending on the stage of recovery; in the early days of recovery routine 
needed to be very structured but there was a sense that this could be relaxed as 
confidence grew within a significant recovery process.
Occupation provided activity but was also am important source of socialising. Thus 
occupation and activity were facilitated by relationships and relationships were 
conversely facilitated by occupation and activity. Lucy had previously attended a 
social employment centre where she packed items for aeroplanes and really missed it 
now it had closed, “it was fun going there lots ofpeople to talk to and we had coffee 
breaks and you could have a smoke and go out in the fresh air. It was just fun it was 
good” (Page 9, lines 11-13).
A later phase of the process of moving on was the gradual gaining of independence 
across a range of life experiences such as living arrangements where more 
independence meant greater choice and also in occupation and relationships. There 
were also setbacks to the facilitating aspect of positive relations. These were divided 
into two main sections: firstly there were barriers that prevented the development of 
positive relationships, for example, setbacks such as physical illness and loss of 
mobility functioned as barriers to recovery through the loss of social contact and 
personal agency, and secondly, negative relational experiences such as abuse and 
criticism presented as setbacks to making sense of psychosis and moving on. This was 
due to distress caused by abuse and criticism within relationships which impacted 
directly on the ability to talk about experiences. The ability to trust others to listen and 
understand was also negatively influenced by abuse and criticism within relationships.
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4.5 Linking the Grounded Theory Categories
‘Getting through it and moving on’ was an active process that could occur at the same 
time as ‘making sense of it all’ but that also had several stages facilitated by 
relationships. The first crucial phase was managing the day. Laura suggested that 
routine might be something that you needed more at the beginning of moving forward. 
“I  used to have a routine when I  was recovering and um routine isn 7 so clear now I  
usually just do what Ifeel like doing and when I  run out o f things to do I  draw up a 
list and then fill in a small appointment diary and try and gradually do one thing each 
day” (Page3, lines 7 -9 ) .
Gender played a role here as women suggested they had a greater focus on day-to-day 
tasks, which was both positive and negative. Sarah said “/  think women are expected 
to do more and keep everything going, men just sit back, women are more conscious 
o f things surrounding them and on maintain a normal life i f  they can "(Page 2, lines 
20 -  23). Therefore although keeping the day-to-day tasks going was a stressor, it did 
enable women to have a focus, a sense of achievement, an opportunity for further 
social inclusion and an important first step towards moving on. Successful day-to-day 
functioning was greatly facilitated by social relationships particularly at the beginning 
of the recovery process. For example, women were able to do the things they would 
do normally with the active support of friends or family with staff members instead. 
Joan said “I  get out o f breath so Fay when she comes and sees me she takes me out in 
the wheel chair and we go round the second hand shops, she’s like a sister to me Fay 
is ” (Page 4, lines 8 -1 0 ).
The interviewees described professionals they were seeing as helpful and supportive 
and their relationship filled many of the daily socialising roles that would usually be 
occupied by friends. Interviewees’ views varied as to whether they used professionals 
to fill the gap caused by lack of friends or whether they simply regarded professionals 
as friends. Nicky was clear about the role of professional relationships “obviously I  
don 7 have a lot o f friends so I  have a support network here and my key worker and so 
they are my surrogate friends so Fm not alone ” (Page 8, lines 32 -  34).
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Moving on from day to day functioning to a wider social world enabled the 
exploration of new ways of keeping and finding friends. This involved use of email to 
keep relationships with friends or seeking out new friends. It was seen as easier to 
develop friendships with others who also had mental health problems. The stigma of 
having a mental health problem led to worries about when or how to tell people. Yet 
in spite of the worries and difficulties, relationships with friends and family were seen 
as vital to recovery.
The relationship with services were said to decrease as relationships with friends 
increased or became easier and different support networks were set up. Relationships 
with family members were often challenging, as relationships had been broken during 
the early stages of having psychosis. Sometimes these were mended; however, it 
seemed that to move forward, a process of redefining or sometimes of ending 
relationships had to take place. Some services, for example, Assertive Outreach 
Teams and Early Intervention Services have a particular focus in working with 
families, friends and other social systems such as residential homes and have 
facilitated positive relationships between family members (Cupitt, 2010).
Power in relationships was a crucial issue, which came into the social self and 
relationships category. For example, family members might be in a position of control 
over the women’s lives, which was unsatisfactory as the women sought increasing 
independence. As adults the women had expected to be able to make decisions about 
their lives and yet this was not the case for all of them. Christina explained, “Fm 
supposed to be adult we are supposed to be equals that’s what I  was brought up to 
believe but now they are changing everything you ’re not equal anymore because we 
have power over you” (Page 5, lines 6 -  8). Family members were described as being 
critical over a range of life choices and decisions made by the interviewees for 
example, Joan’s sister’s view of Joan’s hair “She said to me how old are you? And I  
said nearly seventy and she said i t’s about time you grew up and dyed your hair a 
more sensible colour, ” (Page 8, line 29).
As the process of recovery moved on women began to seek occupation outside of day- 
to-day managing. This was often away from families and although may have been 
initially supported by professionals it also moved away from services. Going to
145
Major Research Project
college met needs for occupation, for socialising and for achievement but to reach this 
point, an acknowledgment of the loss of previous occupations and opportunities was 
important. This included the loss of promising careers and higher education and 
associated grief. Seeking occupation through college, voluntary work and paid work 
was a key part of developing new relationships with people outside of mental health 
services. These relationships were seen as useful and supportive and it was the social 
aspect of employment and college that was most missed if time off was ever needed 
for health needs such as relapse.
The middle range Grounded Theory position that relationships facilitate recovery 
especially for women, would suggest that any setbacks to developing relationships 
also constitute setbacks to recovery. This theoretical concept is “grounded in the data” 
(Charmaz, 2006). Physical illness and age were shown to be important here. Physical 
illness reduced mobility, which lessened the chance of going out and mixing with 
other people. Age reduced choices for accommodation; for example, Joan lived in a 
residential home for older people and was by far the youngest resident, which she felt, 
limited her social interaction. Joan also had concerns about the security of her future 
and the additional physical problems and bereavement contributed to her feelings of 
increased vulnerability, “ we rented this house and I  had to get out I  had no one to 
live with I  lost him and I  lost my home so anyhow eventually I  was in a rest home run 
by these nice people a family and so it’s £500 a week and Fm running out o f money 
now but i t’s a nice place"” (Page 2, lines 20 -  23).
Negative relationship experiences such as being asked to do too much by a partner, 
being criticised, abused or bullied also slowed recovery or contributed to relapse. 
These included relationships that were financially or physically abusive. For example, 
Diana had been physically and emotionally abused by boyfriends; she said, “One used 
to beat me up and the other was mentally cruel because I  said i f  he laid a finger on me 
it was my fla t (Page 16, lines 21- 22). Financial abuse of participants had a direct 
effect on physical and mental well being. Joan explained, “he used to gamble and 
every time he’d  say can you give me some money and he’d  spent his money and then 
w e’d have no food because he spent it all gambling” (Page 14, lines 30 -  32). Loss of
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money directly reduced the chances for socialising and therefore impacted on 
recovery.
Relationships could not always be sustained through periods of mental health 
problems and this impacted on other social experiences. Laura explained that her 
relationship with her boyfriend broke up as a result of her mental health problems and 
how this impacted on her ability to be sociable, “/  had a boyfriend before my first 
episode and he left me and mm it was quite hard relating to people fo r a long time it 
was the extra thing o f dealing with emotions ” (Page 1, lines 22 -  24). Therefore the 
loss of a key relationship meant that women could be excluded from other social 
experiences and occasions.
Positive intimate relationships played a key role in moving on towards recovery, but 
less so in making sense of it all and talking about psychosis. Sarah described her very 
good relationship with her boyfriend “He has a job and he keeps everything going, 
we ve been together for five years. I  can live a normal life now he understands, but I  
don’t tell him everything. I  like to keep the past away (Page 4, lines 20 -  23). Intimate 
relationships were difficult to achieve and were often experienced at a later point in 
moving on if at all. Other relationships were viewed as more useful for making sense 
of psychosis such as supportive friendships and positive relationships with 
professionals. It seemed that intimate relationships required a certain ability to cover 
up or push away any difficulties with psychosis as Sarah said, “/  don’t discuss 
psychiatric illness with him I  don’t let it show ” (Page 4, line 24). This meant that the 
support received by professionals became even more important in that they facilitated 
additional rewarding relationships.
Professional relationships filled the gap where other relationships had broken down.
A good professional relationship provided support, someone to make sense of 
psychosis, a link to occupation and social activity. The best and most helpful support 
was said to be from female professionals. Whilst male professionals were not disliked 
or thought to be less helpful the quality of the relationship with female professionals 
was preferred. It was important to match the style of relationships to the needs of the 
individual. At first, the relationship was more supportive but also more instructive or
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directive, for example, providing support in setting up routine -  a ‘doing things for’ 
someone. Later, as the women became more independent the relationships became 
more collaborative, more of ‘doing things with’. In a later stage the relationships 
became more distant; one that was still there where actions were carried out alongside, 
rather than for, the person. As the women moved through the phases of making sense 
of things and moving on, the professional relationships functioned more as a safety net 
or someone to turn to in difficult times. But the sense of security of knowing that a 
professional was there if you needed someone was significant. It was important 
therefore to match the extent of professional relationship to the need of the person at 
that time, otherwise the women were left feeling unsupported or alternatively could be 
over-directed or controlled. This matching of phased support was not always easy to 
get right. For example, Joan said about her support worker, “I  used to see her once a 
week now just fortnight and Ifind  it difficult not to see her or anyone I ’ve been cut 
down to once a fortnight I  want to tell them something and I  can V because Ife lt I  
could lean on them and now I  can’t ” (Joan - Page 14, lines 28 - 30). Mental health 
services are sometimes concerned with ensuring that individuals do not become reliant 
on the professionals and the services they provide. Yet the positive relationship for 
people with psychosis contributes to the therapeutic relationship (Garfield and 
Mackler, 2008) which further supports and scaffolds recovery. There is a need for 
women in particular, to use social relationship to facilitate and scaffold their recovery. 
This is especially relevant where women do not have other high quality social 
relationships that meet this need. In summary, this research shows that the women 
interviewed placed a high importance on relationships and the social aspects of self 
and that the processes of ‘making sense of it all,’ ‘getting through it and moving on’ 
were facilitated by relationships. This middle range theory suggests that social 
relationships are of particular importance in facilitating recovery for women. Further, 
that levels of support need to be adjusted through the recovery process to work 
successfully with growing independence. Where it is difficult for women to gain 
independence due to additional barriers (such as disability or physical illness) the 
professional relationship continues to meet this need. Significantly, the use of 
professional services to enable social facilitation of recovery should not be seen as 
dependence on the part of the client. Conversely, moving forward and gaining 
independence is made possible through the social safety net of support.
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5. Discussion
This research shows how the women interviewed placed a high importance on 
relationships and the social aspects of self and that the processes of moving on and 
getting through it were facilitated by relationships. In this way positive relationships 
enabled the moving forward into recovery. Where family relationships and friendships 
were lost or decreased, positive relationships with staff members played a vital role in 
facilitating recovery. Ageing and physical illness decreased social opportunities and 
presented setbacks to recovery as did negative relationships and abuse. Women took 
an agentic role in getting balance in their lives and enjoying quality of life and this 
was facilitated within a relational framework.
In this section the grounded theory developed from the data is considered in the light 
of other research and theory.
5.1 Relationships with friends, family and professionals
Many of the areas covered in the interviews have been discussed in the literature and 
similar categories have been identified in other studies using Grounded Theory.
Within these studies, relationships and social support have been considered important 
but the use of the relationship to facilitate and scaffold recovery has not been made as 
clearly. For example, Robertson and Lyons (2003) identified categories of loss and 
relationships in a study that explored women’s experiences of puerperal psychosis. 
Other studies have also found that relationships hold a key position in the lives of 
women who experience psychosis (Chemomas et al., 2000; Boydell et al., 2002; 
Chemomas et al., 2008). Historically, the importance of relationships for women has 
been seen more as a weakness or as a problematic area in the psychological 
development of women (Gilligan, 1982) partly because this apparently led women to 
be more dependent. It may be that because adult maturity has been seen as being 
defined by independence and individuation that being involved in relationships is seen 
as being less mature and less adult (Miller, 1978). This is in conflict with attachment 
theory and the significance of secure relationships for development of pro-social 
behaviour and empathy (Mikulincer and Shaver, 2009). It is possible however, that the 
importance of independence has been transposed somewhat into mental health
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services where it may be suggested that some female clients are dependent because 
they manage better in the context of good relationships with professionals. However, 
emotional and psychological safety is important, for example, emotional security 
allows a person to effectively regulate emotions and provide a solid base for problem 
solving and coping skills (Mikulincer and Shaver, 2005).
The findings of the current study suggest that it is not dependency but rather that the 
relationship forms the basis or the initial scaffolding for the women in this study to 
develop skills, find meaning and rediscover their sense of identity.
In many studies that consider relationships for women with psychosis the interaction 
between relationships and social support is not clear. The participants in the current 
study did not talk often about social support but about relationships with family and 
friends and the loss of these relationships. This could be linked to the concept of 
‘psychological safety’ (Seager, 2006). Psychological safety can be gained from the 
professional family; a staff team that acts as an attachment object in providing a sense 
of well-being (Conboy-Hill, 2008). Other participants thought that they would not 
need the relationships with professionals if they had not experienced the loss and 
deterioration of relationships with friends and family. Nicky said, “Basically i f  I  had 
lots offriends I  wouldn 7 need all these nurses and stuff” (Nicky, page 8, lines 22 -  
30).
The importance of relationships with staff members has long been recognised as being 
crucial in mental health services (Perkins and Repper, 1996) and is of particular 
relevance in the recovery approach (Department of Health, 2004; Scottish Executive, 
2006). Developing a collaborative relationship that is flexible and meets the client’s 
varying needs requires complex skills. The process of recovery within the context of 
social relationships has been encapsulated by Floersch and Oswald (2002) as moving 
through the process of “doing for, doing with and doing for oneself’ (Floersch and 
Oswald, 2002, p5). The relationship becomes the vehicle that enables moving 
forward. This is similar to Vygotsky’s Zone of Proximal Development where skill 
development and problem solving is facilitated and scaffolded by discourse within a 
social relationship (Vygotsky, 1978). As Floersch and Oswald (2002, p i3) said,
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“Vygotsky’s conceptualisation means that the external environment ofproblem­
solving relationships affects the development o f internal recovery concepts and 
states”. Chadwick’s (2006) Person-Based Cognitive Therapy for psychosis also 
incorporates the work of Vygotsky and underlines the significance of a person-centred 
relationship in working with people with psychosis.
A further important aspect of relationship that has been identified in other studies is 
that of belonging. Perry et al., (2007) interviewed five young men within eight months 
of their first episode of psychosis and found that that belonging in some way was 
integral to sustaining a feeling of hope for recovery. However, belonging in a 
community is a challenging process for people with serious mental health problems 
due to loss of relationships, time spent in hospital, poor health and low income 
(Granerud and Severinsson, 2006). Belonging is also linked with social inclusion but 
whereas social inclusion might reflect the active process of community involvement, 
belonging seems to focus more on the psychological state of feeling and knowing one 
is involved in community and family, this is an area where further research would be 
beneficial.
Intimate romantic relationships were very much desired by all participants but also 
presented challenges for the women in this study. It was difficult for women to 
develop and maintain romantic relationships and to decide whether to tell potential 
partners about mental health problems or not. This concurs with previous research 
findings such as Chemomas et al., (2000). They found that women feared telling 
potential partners and friends about their mental health as this could lead to rejection 
and stigmatising. Chemomas et al reported that women either risked rejection and 
disclosed their diagnosis did not and then felt that the relationship was not honest or 
open.
Abuse within relationships
Previous research found that women with serious mental health problems are 
particularly at risk of violence and abuse within intimate relationships (Gearon and 
Bellack, 1999; Morrow, 2002). This is thought to be more common for women who 
are less mentally well and who use drugs and alcohol (Darves-Bomoz et al., 1995)_and
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for women who are homeless (Goodman et a l, 1995). Morrow (2002) discussed how 
mental health problems could increase a woman’s chances of being abused. Morrow
(2002) suggested that this could occur as a direct result of illness, medication, or 
substance abuse impairing judgement contributing to vulnerability or through living in 
situations of poverty and chronic stress. This could increase her chances of further 
mental health problems leading to an unpleasant cycle of deterioration. Women with 
mental health problems are also more likely to suffer physical abuse in the context of 
an intimate relationship when they are pregnant (Miller et al., 1996). There are many 
reasons for the increased abuse of women with mental health problems (Morrow, 
2002); the women in this study did not offer any reasons for their being abused. 
However, women in the current study had lived in situations that may have increased 
their vulnerability and chances of being abused such as living in poverty or insecure 
situations for example as street homeless or in a hostel.
Relationships with children
The loss of relationships with children and the loss of motherhood were areas of 
sorrow for many of the women in the current study. Chemomas et al’s (2000) study 
described how for some participants having children had enabled the women to have a 
purpose and an identity as a mother. The women who were mothers in the current 
study did not express this view.
5.2 Making sense of psychosis 
Causes of psychosis
The women’s views about the causes of psychosis were linked with their 
understanding of the experiences of psychosis. It seemed easier for some of the 
women interviewed to talk about the causes rather than seeking the meaning in their 
experiences of psychosis. This is possibly because this information has been conveyed 
to them by professionals or gained through their own research and is therefore taught 
rather than discovered. Additionally the process of discovery of meaning in their 
experiences of psychosis could be emotionally challenging and difficult especially 
without support. The women interviewed each used different language to talk about
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their experiences of psychosis. It seemed that this was loosely related to the women’s 
age, with the older participants talking about breakdowns, while the younger women 
talked about psychosis or schizophrenia and differentiated between this and their 
experiences of depression and anxiety. It is possible that this reflects the language 
used by mental health professionals when the women were first diagnosed, rather than 
the language currently used in services. However, it could be that the mental health 
professionals have continued to use the language that the women themselves use in 
the same way that the women’s language was used in the current research interviews. 
For some of the participants being clear about their diagnosis was part of the process 
of recovery but for others a diagnosis did not seem to be meaningful to them. Current 
thinking suggests that an individual approach that conceptualises each person’s 
difficulties in a unique way is thought to be more helpful, (BPS, 2000; May, 2004).
Experiences of psychosis
Psychotic experiences were described as confusing and powerful. They led to feelings 
of fear for personal safety and for that of friends and family members. Psychosis was 
also seen as an experience that saps your ability to have a normal life by reducing 
confidence and self-belief. Participants held a range of beliefs about where the 
psychosis came from which is similar to previous research (Geekie, 2004). Stress was 
considered to be prominent in triggering psychosis but a longer-term biological or 
social vulnerability was also thought to be relevant. This is broadly similar to Perry et 
al’s (2007) findings (with male participants) that experiences of first episode 
psychosis came from early difficulties such as lack of care also others thought that 
feelings of being under pressure and low in mood contributed to the occurrence of 
psychosis. It is probable that the presentation of the stress vulnerability model by 
mental health workers influenced the participants’ understanding in both Perry’s study 
and the current study. The stress vulnerability model (Zubin and Spring, 1977) is 
commonly used to explain psychosis within the Recovery Model, in particular, in 
Early Intervention in Psychosis services (Birchwood and MacMillan, 1993).
Talking about psychosis
The women interviewed all wanted to talk about their experiences but this had not 
been easy for them. It was difficult to know what and how much to say and who to
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talk to. Either they found it difficult to speak at all or they were not able to find a 
professional who listened and responded in a way that facilitated conversation about 
psychosis. This difficulty in finding a suitable professional has implications for 
training and practice. Also being able to talk about experiences with a mental health 
worker meant for some that they could then keep these distressing experiences out of 
their personal family life and this was seen as very helpful in maintaining good 
relationships. Geekie (2004) described how the people in his study approached talking 
about their experience with passion and a great need to tell their stories. Importantly 
this was also seen as a way they could be actively involved in the process of making 
sense of their experiences rather than being given information that apparently 
explained what had happened to them. Additionally, the British Psychological Society 
suggests that talking to a person about their experiences should involve thinking about 
where the voices (if experienced) are coming from, seeking ways to reduce stress and 
to consider beliefs about these experiences (British Psychological Society, 2000, p 44; 
Blank and Hayward, 2006).
Self and Identity in psychosis
The women interviewed had differing views about the impact of psychosis on their 
sense of self and on their identity. For some of the women interviewed becoming 
psychotic was seen as a departure from themselves and their sense of self was 
disrupted. This could be linked to McGlashan’s (1975) recovery styles of sealing over 
and integration that were initially seen as stable and distinct. Alternatively, sealing 
over could be a necessary part of managing day-to-day functioning at a certain point 
in a recovery process, for example denying psychotic experiences because they are so 
overwhelming (Ridgway, 2001). In the current study it seemed that this was linked to 
having a different sense of self in relation to psychosis rather than seeing psychosis as 
part of oneself. This did not mean that there was no sense of hope for recovery or 
plans for the future, simply those participants who expressed this view perhaps felt 
they had less of a central agentic role in getting there. It remains unclear whether this 
is an individual difference or a different point in the process but Thompson et al.,
(2003) reported that recovery style does change over time and this throws doubt on 
recovery style as a personality trait. This resonates with Charmaz’s work with people 
who saw their chronic illness as an acute interruption that meant they put aside their
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selves, while waiting for recovery. However, as illness became more intrusive they 
needed to “reconstruct their lives upon illness” (Charmaz, 1991, p 76). Other women 
described psychosis more as if it was an extension of them or as something that came 
from them; for example, Diana linked her experiences to her artistic personality. In 
this way psychosis interrupted one’s life but it was still part of the self, which also 
ensured a greater continuity of self. Again it is not clear whether this is a process or 
different approaches or styles of recovery. It is possible that this is not mutually 
exclusive but could be both a process and a differing style. It seems that for some 
people in this study it was comfortable to talk about meaning from an early stage, for 
others it was something they could reflect on later but not at the time while others did 
not choose to reflect in this way. The ability to reflect on meaning in psychosis may 
also be linked to the amount and quality of support available, and to the sense of felt 
security in those relationships. This can be linked with Fonagy’s et al’s (2006) work 
on the reflective self function which involves a mental state where the individual 
becomes the focus of their own thoughts.
5.3 Moving On and Recovery
The women interviewed had developed practical strategies to enable them in their 
day-to-day functioning that facilitated moving on. Voluntary work, seeing other 
people, resting and going for walks were all approaches used frequently. However the 
most important aspect seemed to be the awareness of needing to engage actively with 
their difficulties. Sarah saw this as a “battle ” Nicky said she had to be in control and 
Lucy said it was understanding that was important. Stanton and David (2000) looked 
at twenty-nine first person accounts published in The Psychiatric Bulletin from 1979 
focusing on delusions. They found that many of the authors of the accounts underlined 
their own role in their recovery, seeing it as a “personal struggle against illness ” 
(Stanton and David, 2000, page, 335). However, as Stanton and David have said this 
is clearly a self-selected sample of participants in that they were highly educated and 
had chosen to write about their experiences for ajournai. Interestingly, Acceptance 
and Commitment Therapy has also been found useful in reducing the rehospitalisation 
of people with a diagnosis of psychosis (Gaudiano and Herbert, 2006). This is thought 
to be due to individuals developing a less strong emotional and cognitive engagement
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with disturbing thoughts rather than a decrease in the occurrence of the thoughts 
themselves.
Only one woman in the current study mentioned recovery. The majority of women 
interviewed talked about moving forward, moving on and also getting better. In spite 
of not using the word recovery it seemed that subjects they talked about were integral 
to the recovery model, including taking some control, the importance of hope, 
developing an active approach to psychosis and engaging with a sense of self and 
personal identity (Shepherd et al., 2008).
5.4 Being Older
Being older and experiencing a decline in physical health along with mental health 
problems brought many concerns into sharper focus. Reduced mobility due to physical 
ill health, no transport and increased isolation added up to a reduced quality of living. 
Pentland et al., (2003) found that the older women they interviewed were worried 
about who would care for them as they aged and that physical health problems 
impacted on quality of life, as one participant said, “I  have the outreach programme 
but my legs have gone, arthritis. Like I  can hardly walk very far so I  can’t go on any 
o f the summer entertainment, picnics or going to the dairy fo r ice cream This lack 
of service could be due to the institutional split between physical and psychological 
care, indeed the physical health of people with serious mental health problems has 
traditionally been neglected by services. Guidelines (NICE, 2002) that outline the 
treatment of the physical health needs of people with serious mental health problems 
were developed to address this need e.g. monitoring potential cardiovascular 
problems.
The relationship with services also changed as participants became older with a 
required move to inpatient services for older adults. For Joan this was upsetting 
because she had found things to enjoy on her previous inpatient admission (in 
Working Age Services) in particular talking to other people there. In contrast, the 
admission to the inpatient service for older people left her feeling old, bored, rejected 
and dismayed at the poorer quality of the building and this also increased her anxiety 
about further inpatient admissions. It seems that Joan was experiencing a double
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discrimination of being older and experiencing psychosis as well as the prioritising of 
services over the needs of the individual.
Gender - differences in experiences
Women interviewed in the current study themselves noted few areas of perceived 
difference between women who experience psychosis and men who experienced 
psychosis. It seemed to Nicky that men were possibly less likely to accept their 
difficulties as she said, “I  think a lot o f men are in denial. Don’t think they’ve got 
schizophrenia but might think they have acute anxiety” (Nicky, page 9, lines 24 -  25). 
However, others thought that it was personality that accounted for any differences 
between people experiencing psychosis rather than gender. As Laura said, “I  think i t’s 
more to do with people’s personalities some men are shy and withdrawn because o f 
their experiences some are more um maybe bolder and the same goes for women ” 
(Laura, Page 6, lines 2 -  4).
One participant thought that women were expected to do more day-to-day tasks for 
themselves. Sarah explained, “women are more conscious o f things surrounding them 
and on maintain a normal life i f  they can. I  did all the running around and cooking, 
cleaning, he’djust sit back and do nothing” (Sarah, page 2, lines 21 -  24). But other 
participants did not share this view e.g. Diana said that personality was more relevant 
than gender differences.
Schon (2009) in a small qualitative study of serious mental illness found that women 
gave a more positive account of their illness experience than men in line with previous 
studies of physical illness e.g. (Degner et al., 1997). This could be linked to the 
finding that women who have experienced psychosis have better inclusion in the local 
community and are less disabled (Flor-Henry, 1990). However, caution is needed here 
as a recent study showed that there might be greater differences within the group of 
women than differences between men and women. In an epidemiological study 
Morgan et al., (2008) compared the functioning of women and men with diagnoses of 
schizophrenia, schizoaffective disorder and psychosis. They concluded that men and 
women did differ in how they experience and express psychosis e.g. overall women 
experienced lower levels of ongoing disability. However, differences between women
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across the diagnostic groups were more pronounced than those between men and 
women within a diagnostic group e.g. women who had been given a diagnosis of 
schizophrenia were “severely disabled” when compared to other women.
Participants said that they knew they had to be careful whilst on the inpatient ward. 
This was because there had been other people there (both male and female) who were 
aggressive. A further concern was whether they might place themselves in a position 
of being vulnerable through not being able to think clearly at the time. Sarah 
expressed concern about being taken advantage of “I  think women need to be with 
other women otherwise you find yourself in situations that you ’re not capable o f  
knowing which ways things are going. You think - looking back I  know I  wasn ’t right 
when I  did that” (Sarah, page 3, lines 15 -  18). Recent policy developments have 
suggested that single sex wards may be more appropriate to enable the recovery of 
women although many women continue to be admitted to mixed sex wards (DH, 
2002).
The overall view of the women interviewed here was that there were few differences 
between men and women which is contrary to previous writing in this area 
(MacDougall et al., 2007). This prompted a further consideration of the data in the 
form of a re-exploration of memos that were written as part of the analysis of the 
transcripts. Reviewing the memos led to the emergence of several points. Firstly, 
concerning services, the women interviewed indicated a clear preference for female 
staff but it seemed it had not always been possible for them to exercise their 
preference. On the acute wards there was access to a women-only lounge but not 
everyone knew about this facility or was clear about its purpose. Secondly, the women 
interviewed had experienced abuse; three of them had been physically abused and a 
further three women had been significantly financially abused. It is not possible to say 
whether this had occurred more frequently than in a group of men but previous 
research would suggest this would be the case (Morrow, 2002). Thirdly, some of the 
women interviewed experienced a high level of control by their family members 
including parents and siblings. This took the form of insisting upon behaviour 
changes, treating their money as their own, criticising choices of boyfriends and 
friends, strongly suggesting career choices and insisting upon engagement with
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services. Power and control within families has been linked to gender previously 
(Perelberg, 1990) and it is possible that this level of family control was different for 
men.
Previous studies have suggested that poverty has a complex relationship with mental 
health for women and has both contributed to mental health problems and exacerbated 
mental health problems (Stewart et al., 2006). Chemomas et al., (2000) reported that 
the women in their study led lives that were deprived and marginalised and impacted 
upon by poverty. The majority of participants in this study were not in paid work at 
the time of this study and therefore received state benefits. Several participants 
commented on the rising cost of transport and how this had a negative effect on 
getting out and meeting other people, which in turn increased isolation. Participants 
knew that they did not always have the money to do what they wanted, when they 
wanted, but would have to save up or accept financial support from their family.
This study found that the experiences of women who live with psychosis were 
partially similar to the participants in previous non-UK studies (such as Chemomas et 
al., 2000) as relationships, abuse, loss and identity were all discussed. However, there 
were some differences, notably a wider discussion on issues of self and recovery 
(possibly as a result of the open-ended interview schedule) which adds to the recovery 
literature. The negotiation of self, identity and recovery in relation to experiences of 
psychosis is a complex and developing process that appeared to be facilitated by 
relationships. This is highly relevant to the recovery model, as the process of recovery 
has been powered by facilitating relationships. Positive relationships with female 
professionals were important to assist recovery for the women interviewed. The 
important role of relationships needs to be considered with reference to service 
development.
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6. Clinical Implications
Relationships with professionals have been shown to be very important for the 
participants in this study. Therefore clients would benefit from relationships having a 
more recognised place within services. (This could be included within a family work 
or systemic approach). Specifically, the women in this study preferred to develop 
therapeutic relationships with other women and this is a choice they would have liked 
to be available. Professionals could be informed about or trained in the role of 
relationships in facilitating recovery to ensure that professional relationships with 
clients are seen more as a facilitating process rather than one that creates dependency. 
Additionally, staff members could be provided with information or training about 
ending relationships with clients more sensitively. This is relevant to therapeutic 
relationships with individual professionals and also to a relationship with a whole 
team. Professionals would benefit from gaining a greater understanding of how 
physical illness and loss of mobility impacts on recovery through loss of social 
opportunities.
This research has implications for teams working with women who experience 
psychosis. The importance of the relationship between the key worker and the 
individual is of primary importance. Staff changes, reduction of services and gender of 
key worker all had a considerable impact on the women interviewed. Teams, which 
currently have a focus on the interchangeability of key workers for practical reasons, 
may want to reconsider this approach.
Talking about psychosis in a safe, contained professional relationship was experienced 
as helpful in the process of recovery. Yet it was difficult for the participants to find a 
professional who would be able to facilitate this. Training may increase the 
confidence and skill of staff members in providing this complex therapeutic 
competence.
The importance of family relationships has been recognised by many services 
particularly Early Intervention in Psychosis and Assertive Outreach Teams. The 
approach to families could be widened to include friendships groups and networks.
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Clients may benefit from family and systemic approaches being more widely 
available. There is a good and fast developing evidence base for this type of 
intervention, for example, Weissman (2002) reviewed evidence-based psychological 
treatments and concluded that (compared to treatment as usual) systems based family 
intervention strategies were useful in reducing relapse for people with a diagnosis of 
schizophrenia. Also Burbach and Stanbridge have reported on a family intervention in 
psychosis service which has successfully integrated systemic and family management 
approaches (Burbach and Stanbridge, 1998; Stanbridge et al., 2003).
The concern from services that women may become too dependent on their support 
needs to be re considered in the light of this research. The relationship was seen as 
crucial to developing understanding, confidence and the skills to recover. If services 
through their fear of dependency reduce or withdraw their support then it may lead to 
relapse and ultimately delay or prevent recovery.
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7. Limitations
As with all qualitative studies these findings cannot be generalised to all women with 
psychosis. In particular the participants were all white and European and this reflected 
the demographic characteristics of the local population. During the sampling process 
efforts were made to include the views of women who were more ethnically diverse 
but participants were not forthcoming.
The process of completing this research raises a few issues. Firstly, the interview 
approach was generally successful although interviews varied considerably in the 
depth and length achieved. Audio taping was clearly a challenge to one participant 
who did not want her voice and her thoughts on tape. The verbatim notes taken instead 
were possibly not of the same quality as an audio recording would have been but with 
the aim of obtaining wider views and a more inclusive approach to research the notes 
were used. The interview process also ignores the contribution of non-verbal 
communication. Although notes were taken to add non-verbal aspects to the analysis, 
it seemed that the process of concentrating on the content of the conversation meant 
that the focus on non-verbal aspect was reduced.
Saturation of categories is a complex concept that is more than “witnessing repetition 
o f the same events or stories” (Charmaz, 2006, p i 13 lines 18 -19). Saturation is 
linked to the claims that the researcher wants to make about the research. A small 
project that does not make large claims may reach saturation earlier than one that aims 
to make large and important claims (Charmaz, 2006). Other researchers have 
questioned the concept of saturation considering that it may be an artefact of the 
approach to managing data collection (Dey, 1999). This study cannot be said to have 
reached saturation yet the strength of this study is that it has identified the individual 
nature of women’s approaches to experiencing and managing psychosis. The capture 
of the individuals’ detailed accounts linked with the relational approach present an 
understanding of the importance of relationships for recovery. Further, it considers the 
challenges faced by women as they get older with psychosis, which have not received 
much attention in the literature.
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8. Further Research
Further research that considers the possible importance of relationships in recovery 
from psychosis would be useful. This should include additional exploration of the 
clinical implications including serviced delivery and development. This could include 
research into the application of Vygotsky’s Zone of Proximal Development to the 
recovery model and how relationships are involved in this. This could take place in 
the context of family work for psychosis but extending this into the wider area of 
friends and colleagues. Also, it would be helpful to clarify whether the centrality of 
relationships for recovery from psychosis is applicable to men as well as women and 
in what ways this may vary if at all. Research that aimed to broaden our understanding 
of the challenges faced by individuals who continue to experience psychosis as they 
become older is imperative. This would enable services and clinicians to provide a 
flexible and sensitive service for this client group.
9. Conclusion
This study found that the experiences of women who live with psychosis were 
partially similar to the participants in previous non-UK studies, as relationships, 
abuse, loss and identity were all discussed. However, there were some differences, 
notably a wider discussion on issues of self and recovery. The negotiation of self and 
recovery in relation to making sense of experiences of psychosis is a complex and 
developing process that appeared to be facilitated by relationships. In particular, 
positive relationships with professionals were important to facilitate recovery for the 
women interviewed. This underlines the central role of positive relationships in the 
process of recovery.
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1. University of Surrey
Gillian Roose
Department of Psychology - PsychD Clinical Yr 3 
University of Surrey
25th September 2007
Dear Gillian
R e f e r e n c e :  1 5 8 - P S Y - 0 7
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Thank you for your submission of the above proposal.
The Faculty of Arts and Human Sciences Committee has given favourable 
ethical opinion.
If there are any significant changes to this proposal you may need to consider 
requesting scrutiny by the Faculty Ethics Committee.
Yours sincerely 
Dr
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2. Local Research Ethics Committee
NHS
National Research Ethics Service
Telephone:
Facsimile:
31 August 2007
Ms Gillian Roose 
Trainee Clinical Psychologist 
University of Surrey, Dept of Psychology 
Stag Hill, Guildford, Surrey 
GU2 7XH
Dear Ms Roose
Full title of study: A Grounded Theory exploration of the concerns of
women who experience psychosis across the lifespan. 
REC reference number: 07/Q1911/50
Thank you for your letter of 04 August 2007, responding to the Committee’s request for 
further information on the above research and submitting revised documentation.
The further information has been considered on behalf of the Committee by the Chair.
Confirmation of ethical opinion
On behalf of the Committee, I am pleased to confirm a  favourable ethical opinion for the 
above research on the basis described in the application form, protocol and supporting 
documentation as revised.
Ethical review of research sites
The Committee has designated this study as exempt from site-specific assessm ent (SSA). 
There is no requirement for other Local R esearch Ethics Committees to be informed or for 
site-specific assessm ent to be carried out at each site.
Conditions of approval
The favourable opinion is given provided that you comply with the conditions se t out in the 
attached document. You are  advised to study the conditions carefully.
Approved documents
The final list of documents reviewed and approved by the Committee is a s  follows:
Document Version Date
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Investigator CV
This Research Ethics C om m ittee is an  advisory com m ittee  to  S outh  East Coast S trateg ic H ealth  A uthority  
The N ational Research Ethics Service (NRES) represen ts th e  NRES D irectorate w ithin  
th e  N ational P atien t S afety  A gen cy an d  Research Ethics C om m ittees in England
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2. Local Research Ethics Committee continued
07/Q1911/50 Page 2
Protocol 2 10 July 2007
Compensation Arrangements 01 August 2006
Interview Schedules/Topic Guides 1 27 May 2007
Participant Information S heet 2 10 July 2007
Participant Consent Form 2 10 July 2007
Response to Request for Further Information 04 August 2007
CV of Supervisor
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R&D approval
All researchers and research collaborators who will be participating in the research at NHS 
sites should apply for R&D approval from the relevant care organisation, if they have not yet 
done so. R&D approval is required, whether or not the study is exempt from SSA. You 
should advise researchers and local collaborators accordingly.
Guidance on applying for R&D approval is available from 
http://www.rdforum.nhs.uk/rdform.htm.
Statement of compliance
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK.
Feedback on the application process
Now that you have completed the application process you are invited to give your view of 
the service you received from the National Research Ethics Service. If you wish to make 
your views known please use the feedback form available on the NRES website at:
https://www.nresform.org.uk/AppForm/Modules/Feedback/EthicalReview.aspx
We value your views and comments and will use them to inform the operational 
process and further improve our service.
07/Q1911/50 Please quote this number on all
______ correspondence____________
With the Committee’s best wishes for the success of this project 
Yours sincerely
y
Email:
Chair
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3. Local R&D Officer Sign off letter
RE: feasibility https://outlook2003.surrey.ac.Uk/exchange/psplgr/lnbox/RE:%20fe...
. V. Reply /j Reply to all Q» Forward -2j  :-5, X *  »  Close | #  Help
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To: Roose G Ms (PG/R - Psychology)
Subject: RE: feasibility
Attachments: J  LRDQ siim off Version 1.1 ■doc(73KB)
Dear Gillian
View As Web Pane
I am pleased to let you know that I am happy with the local feasibility assessm ent for your study 
entitled 'A Grounded Theory exploration of the concerns of women who experience psychosis 
across the lifespan’ and therefore am able to give Local R&D Officer sign-off f o ^ H H H H B ^  
Trust. The feasibility assessm ent forms part of the overall research governance application and you 
will now be able to submit the complete application to Research
Consortium according to the information at this link: 
http://www.sxrc.nhs.uk/steps/student fast-track review.htm
I have attached the LRDO sign-off form for the attention of 
post to you at Surrey University.
nd put the signed SSI form in the
Good luck with the rest of the application and the project.
Kind regards,
Research & Development Facilitator
Health & Social Care Governance Support Team
o f.3 18/06/2007 11:07
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NHS
m  NHS Research Consortium
Please reply to: Research Consortium Office
Ms Gillian Roose
Trianee Clinical Psychologist
Deptartment of Psychology
University of Surrey
Stag Hill
Guildford
Surrey
GU27XH
Dear Ms Roose,
25 October 2007
RAMC ID: 0969/NOCI/2007
TITLE: A grounded theory exploration of the concerns of women who experience psychosis 
across the lifespan.
Thank you for your application to the Research Approval and Monitoring Committee(RAMC) for 
approval for this study.
A sub-committee of the RAMC have considered this study. The documents considered were as 
follows:
NHS REC form parts A and B (signed and dated 03/08/07)
NHS Site Specific Information form (signed and dated 24/05/07)
Protocol (no version control, undated, received 04/10/07)
Interview schedule (version 1 dated 27/05/07)
CV for Gillian Roose (signed and dated 10/09/07)
Letter from University of Surrey confirming indemnity (signed and dated August 2006) 
0 0 0 0 g g 0 g @ a p p r o v a l  letter (signed and dated 31/08/07)
E-mail from Gillian Roose with clarifications (received 19/10/07)
^ m g g g J g ^ J H S  Trust confirmation of employment (signed and dated 15/09/07, 
received 25/10/07)
I am pleased to tell you that the study was approved, and so may proceed. This approval is valid 
in the following Organisations:
JHS Trust
Your RAMC approval is valid providing you comply with the conditions se t out below:
1. You commence your research within one year of the date of this letter. If you do not begin your 
work within this time, you will be required to resubmit your application to the committee.
2. You notify the RAMC by contacting me, should you deviate or make changes to the RAMC 
approved documents.
3. You alert the RAMC by contacting me, if significant developments occur a s  the study 
progresses, whether in relation to the safety of individuals or to scientific direction.
4. You complete and return the standard annual self-report study monitoring form when requested 
to do so at the end of each financial year. Failure to do this will result in the suspension of RAMC 
approval.
5. You comply fully with the Department of Health Research Governance Framework, and in
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4. Sussex NHS Research Consortium Approval continued
particular that you ensure that you are  aware of and fully discharge your responsibilities in respect 
to Data Protection, Health and Safety, financial probity, ethics and scientific quality. You should 
refer in particular to Sections 3.5 and 3.6 of the R esearch Governance Framework.
6. You ensure that all information regarding patients or staff remains secure and strictly 
confidential at all times. You ensure that you understand and comply with the requirements of the 
NHS Confidentiality Code of Practice, Data Protection Act and Human Rights Act. Unauthorised 
disclosure of information is an offence and such disclosures may lead to prosecution.
Please contact the Consortium Office if you wish this approval to be extended to cover other 
Consortium Organisations; such an extension will usually be agreed on the sam e day. We also 
have reciprocal arrangem ents for recognition of R esearch Governance approval with som e other 
NHS Organisations; such an extension can usually be arranged within ten working days.
Good luck with your work.
Yours sincerely,
lenior Research Governance Officer
R&D Director,
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Appendix B Semi-Structured Interview Schedule 
Questions and prompts.
Can you tell me about how you live with your mental health difficulties/ 
psychosis/illness? (After clarifying the participant’s language for this, then use theirs).
Would you say that your illness has had an impact on your relationships?
What makes you say that? How?
With your family?
With your friends?)
With close relationships?
With your children?
Would you say that your illness has had an influence in your education? How?
How did you get on at school and / or at college?
In your employment? How?
Can you tell me about the jobs you have done -  do you think that your mental 
health difficulties have affected your jobs?
And your plans (that you may have had or still have) for your future? How?
Can you tell me about your plans what do you want to do in the future?
What about your living environment -  have your experiences of psychosis had any 
affect on your home and your home life?
What about relationships with neighbours -  
do you get on?
How do you feel in your home?
Is it comfortable? Safe?
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Would you mind telling me about yourself? (The sort of person you are?)
How would you describe yourself?
How has psychosis (your experiences) impacted on your view of yourself?
Does it make you feel differently about yourself?
How do you see your role as a woman and has this been affected by having psychotic 
experiences?
As you get older, how would you say you view this illness? Is this different?
Is there any thing missing in your life? Why? What makes you say that? Would you 
say a little more about that?
How do you see the future? For you. Why? What makes you say that?
Have services understood your experiences as a woman? How has this been shown?
Do you think your gender / (being a woman) was acknowledged within the mental 
health system?
What about being in hospital? (If you have been in hospital) How did you find this? 
(Detained or not?)
How has being a woman influenced times of recovery if at all? Is this the same for all?
How do you think other people experience psychosis? How is this for women?
And men?
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Appendix C Letter to Teams, Consent Form, Participant 
Information Sheet and Information for Teams.
1. Letter to Teams
MHTOP 
Harold Kidd 
Blomfield Drive 
Chichester 
P019 6AU
22nd October 2007
How are you? I hope all is well with the Team. I am in the process of carrying out a 
research project as part of my Psych D. training. (Peggy Easton is my Field 
Supervisor). I have received Service Manager approval to approach the following 
services: Rehabilitation and Recovery and Continuing Care, Assertive Outreach 
(Chichester), Northern Rehabilitation and Recovery Service, Worthing Rehabilitation 
and Recovery Team, Early Intervention in Psychosis, and Assertive Outreach 
(Horsham).
I would very much like the opportunity to come talk to the Assertive Outreach Team 
about the research. Could you please let me know when would be a good time. I am 
currently on placement at The Harold Kidd Unit so you can contact me there or by 
email or my mobile.
Look forward to hearing from you,
Gillian Roose
Trainee Clinical Psychologist
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Appendix C
2. Consent Form
Participant Identification Number:
CONSENT FORM
T i t l e  o f  P r o j e c t :  A Grounded Theory exploration of women’s
experiences and perceptions of psychosis across the 
lifespan.
Researcher: Gillian Roose
Contact: Gillian Roose can be contacted at:
P lease  
initial box
1. I confirm that I have read and understand the information sheet dated 
for this study and had the opportunity to ask questions and have had 
these answered satisfactorily.
2. I understand that my participation is voluntary and that I am free to 
withdraw at any time, without giving any reason.
3. I agree to take part in an Advisory Focus Group.
4. I agree to take part in an Interview and understand that they will be audio 
taped.
5. I understand that my quotes from the interview of focus group may
be included in the write up of the research project and may be published.
6. I understand that my confidentiality may be broken if I disclose intent to harm 
myself or anyone else.
Name of Participant Date Signature
Name of Person taking consent Date Signature
(If different from researcher)
Researcher Date Signature
Appendix C
3. Participant Information Sheet
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Version 2 -  10.07.07 1 for participant; 1 for researcher.
PARTICIPANT INFORMATION SHEET FOR SERVICE USERS
Study Title:
A Grounded Theory exploration of women’s experiences and 
perceptions of psychosis across the lifespan.
Invitation paragraph:
You are invited to take part in a research study.
Before you decide whether you would like to take part, it is important for you to 
understand why this research is being done and what it will involve.
Please take your time to read this information carefully, talk to others about 
the study if you wish.
Please ask if there is anything that is not clear or if you would like more 
information. Take your time to decide whether or not you wish to take part.
1. What is the purpose of this research ?
The study is a student research project, which is part of a qualification in 
Clinical Psychology at the University of Surrey.
This research is being carried out to gain an understanding of what it is like for 
women to experience psychosis throughout their lives.
2. Why have I been chosen?
Female Service users from Rehabilitation and Recovery Teams, Assertive 
Outreach Teams and The Early Intervention in Psychosis Service have been 
identified by their Care Co-ordinators to be invited to take part in this study.
3. Do I have to take part?
Taking part in this research is entirely voluntary. It is up to you to decide 
whether or not to take part. If you decide to take part you will be given this 
information sheet to keep and be asked to sign a consent form. You are still 
free to withdraw at any time, without giving a reason. Withdrawing from the 
study or deciding not to participate will not affect the care you receive.
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4. What will happen to me if I take part?
There are two parts to this research project:
Focus Group
You may be invited to join a small group of women to provide information 
about what topics may be important to explore further. The discussion will last 
up to a maximum of 1-1% hours. The focus group will not be taped but the 
researcher (Gillian Roose) will take notes.
The focus group will be held at a location that is convenient to you for 
example, at a nearby NHS property.
Face to Face Interview
You may be invited to an individual interview, which will last up to maximum of 
1-1% hours. The interview will be with Gillian Roose. The questions will be 
about your experiences of psychosis and the impact this has may have had on 
your life.
The interview will be held at a location that is convenient to you for example, 
at a nearby NHS property. The interview will be audio taped and then the 
contents of the tape will be typed up.
5. What do I have to do?
You will be asked to read the consent form and consider carefully.
If you agree to take part in the study you can contact the researcher (Gillian 
Roose) to arrange a time and place for the focus group or the interview.
6. What are the Disadvantages of taking part?
There are no anticipated disadvantages to taking part in this research project. 
However, some aspects of being interviewed may be distressing such as 
talking about upsetting memories.
If you want to leave the focus group while it is in session, or stop the individual 
interview for any reason, you would be free to do so immediately. You can 
also ask to have any of your comments removed from the notes or to have 
taped comments not included in the transcript.
There will be time after the focus group to discuss feelings or worries both in a 
group and individually.
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There will be time after your interview to talk (with Gillian Roose) about any 
concerns or worries that the interview may have brought up.
You could also discuss any worries with your Care Co-ordinator.
7. What are the advantages of taking part?
It is hoped that you would find taking part in the focus group or in an 
interview to be an interesting experience.
You will receive travel expenses (at NHS Trust rates) and will be paid £10.00 
for your time and expertise.
8. Confidentiality
All information collected will be kept confidential. The audiotapes from the 
interviews will be stored in a locked drawer during the transcribing process 
and then destroyed (after three months). Only Gillian Roose will have access 
to the audiotapes for transcription.
The transcripts of the audiotapes will not have names on them and will be 
stored in a password protected home computer document.
However, there are exceptions to confidentiality. If in the focus group or an 
interview a participant says that they intend to harm themselves or someone 
else, their Care Co-ordinator or another member of their staff team will be 
notified. This will also be explained prior to beginning the focus group and 
before each interview.
9 What will happen to the results of the study?
The information from the interviews will be analysed by the researcher.
The focus group participants may meet up with the researcher afterwards if 
they wish to consider the findings and make comments.
The findings will be presented firstly to all the women who took part in the 
research and then to teams or services. The research will be written up and 
submitted as part of Gillian Roose’s research project in Clinical Psychology. It 
will also be written up for publication in a journal.
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10. Who has reviewed this study?
Brighton West Local Research Ethics Committee.
Sussex NHS Research Consortium
University of Surrey Ethics Committee (Human Sciences)
11. Contact Details
If you have any concerns about the project, you should discuss them with the 
researcher:
Gillian Roose
Department of Clinical Psychology 
University of Surrey 
Stag Hill
Guildford GU2 7XH
Or you can leave a message at
If you have any concerns about the way the research is being conducted, you 
are welcome to contact the Research Development Facilitator on 01273 778 
383 and/or Jeannine Brownrigg, Manager for the Trust's Patient Advice & 
Liaison Service, on 01903 843 172.
If you decide to participate in this research project you will be given a copy of 
this information sheet and a signed consent form to keep.
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Appendix C
4. Information for teams
R e s e a r c h  P r o j e c t :  T h e  C o n c e r n s  a n d  p e r c e p t i o n s  o f  W o m e n  l i v in g  w i t h  
P s y c h o s i s  a c r o s s  t h e  L i f e s p a n .
Information for Teams
This project is a student research project, which is part of a qualification in Clinical 
Psychology at the University of Surrey.
This research is being carried out to gain an understanding of what it is like for 
women to experience psychosis throughout their lives. There is little research that 
considers women and psychosis apart from a predominantly biological perspective. 
Women have particular lifespan experiences that can be impacted on by psychosis, 
for example, pregnancy, birth and caring for children.
Participants
This research project needs women (over 18 yrs) who have experienced psychosis 
and may continue to do so and who are comfortable to talk for about 60 to 90 
minutes.
Firstly, I would like participants (maximum of 6 women) who are comfortable to talk in 
a small focus group to discuss the sorts of questions that will be used in the interview. 
The focus group will last from between 60 to 90 minutes. It will be informal and 
relaxed and I will try and hold it somewhere that is easily accessible for participants.
Then I would like some further participants who are happy to be interviewed -  again 
for about 60 -  90 minutes.
There will be time after the focus group to discuss feelings or worries both in a group 
and individually. Also after the interview I will ensure that participants have time to de­
brief with me about any concerns or worries that the interview may have brought up. I 
will inform Care co-ordinators or other staff members if I am concerned about the 
affect of the interview or focus group on the participants.
Procedure
If you think of someone who might be interested in the focus group could you please 
explain about the study and give them an invitation to focus group letter and 
information sheet.
If you think of someone who might be interested in the interview could you please 
explain about the study and give them an invitation to interview letter and information 
sheet.
My contact details are on the letter and the potential participants can phone me for 
more information and to arrange a time to meet. I aim to meet participants in a place 
convenient to them.
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Payment
Each participant will be paid £10 (for interview) I will also pay travel expenses at Trust 
rates.
Contact Details 
Gillian Roose Mobile -  Email -
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Appendix D Data
1. Extracts from Interview Transcript of Interview with Diana
Interview 3 29 February Diana
pOVJitA d4
io
\ N-^L^zvV V— -
Kv~dJitKC-^ Ul-'€^  j
têds betiv-»tt-
' t W v v e t W / ^ l ^ l e
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20
fiôV
30
35
40
G - You were saying that ## had to
D - Yes I went on a trip to south Africa on my own and I went all the 
way there and all the way back and I had a lovely time but I didn’t 
discover that 4  had changed my diagnosis until I got back. From 
manic depression to schizoaffective disorder until I had his letter to 
back me up when I went abroad and took my medication 
1 don’t know umm schizoaffective disorder means you..mm„ Manic 
depression traits and schizo as well but I don’t hear voices 1 don’t get 
panic attacks and I don’t get depression. I get very low I cry and I 
think that’s.. I feel so sorry for people who hear voices and get 
depression they must be so tortured
G- mm I think that a good word
D- I’m very lucky I don’t hear voices, don’t get depression I just.. I’m 
rushing around I get veiy skinny rushing around doing this doing that 
getting manic you know.
G -m m
D -  very manic but I don’t think schizo-affective is the right ___
classification for me
G- doesn't feel right for you?
D- no
G- it must be funny if you had one classification for years and then it 
gets changed
D-yes
G -  then just changed a bit like changing part of..
D- yes I got used to being manic-depressive 
G -  yes
A  " 4
> 4rJrvy^ *'
{zjwvuU‘'*av^ .
k,ll Uu.
D-bip°iar
45 G - do you think that having your diagnosis whether it md or sa how 
do you think that its affected you life?
5^°p VK <A U>-" d  -  its held me back from lots of things
50 G - mm what sorts of things?
1
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D -  pursuing a career I was a very talented actress -  a student actress 
and my drama coach wanted me to go to central but I ... I know I don't 
come over as shy but I am painfully shy and when I was 10 -  141 had 
drama training and elocution and it helped the shyness 
G -y es
D - helped me project myself it was very valid for me 
D -  what were we saying?
D - 1 had lots o f chantes, kept chickening out I was too shy I used to (  |o^ t- U-o y
get so nervous before going on V /
15 G -  mm I can imagine
D - But I’m more of a painter really I studied design and theatre 
Ititàf  fVe<-A<e- costume design and fashion I wanted to work back stage in theatre I 
really miss the theatre but I kept cracking up. ------------
l e d  25
(Air
30
put it?
cracking up as you
rvxi s s  O-r®''
D- 21 I took LSD I didn’t have a bad trip its just being a catholic \  s>i
educated Irish Italian girl \  Jl\
\  Aw '
G- Wow.
6V\ 
O'N k. •
D -1 went home to my parents and told them I was tripping. Dad 
accepted it but Mum when she came from work went ballistic called J 
the GP and they put me in the mental institution.
'Ïwv-U'—Vw-
0 kU»—r-
40
45
G -  Oh dear
D - 1 think I would have been all right if I’d been left to myself. 
G -Y eh
D - 1 think it’s been a big mistake my mental health 
D - although everyone tells me I get very unwell 
G -  Mmm
D -1 don’t know - 1 don’t know when I’m unwell I get told 
G - do you believe people when they tell you
f A
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D- No -  well I do because I am bitchy when I have an episode and I’m 
not normally bitchy I get very bad tempered because I hate being in 
hospital.
G -  Yes
cKsWSS k; 
I0Ç.S
10
15
dos-fr-*
vO\\w O  -V
IvXAftA
v\e,\UL.
D- it makes me very bad tempered 
G- yes I should think it does 
D- what else can I tell you? Mm 
G- what about your family relationships
D -  Oh that’s so sad, such a sad story — my sister died of breast and 
bone cancer and her daughter who I went to see in South Africa got 
breast cancer and mm she had 5 wonderful years we all thought she’d 
kicked it and now its broken out in her bones and her lungs.
20 . G -  oh that’s tragic
D - 1 cried solidly for 2 days I’ve only just found our and she’s my 
bestest girl in the whole world she’s only 46.
25 G- That’s terrible
D- it is terrible, she’s the only one. I’ve got a huge family but I’m not 
in touch with them and she’s my sisters daughter, she’s my next of kin 
and I love her so much.
30
35
G -  that really is tragic isn’t it?
D -1 adore her and she loves me, she’s got 2 sisters but they’re not as 
nice as her she looks like a super model she got legs that go on forever 
and long brown hair and she’s a real beauty just as nice inside as 
outside she’s a lovely girl and everyone loves her and she got so much 
to live for she been married for 25 years and they’re soul mates Oh its. 
so sad Gillian
, o SS
40 G- it is really sad just tragic
D - that’s why I want the £10 so I can phone s Africa I trying to phone 
her every morning but I cant afford to do that
45 G- no that’s quite expensive I would imagine
D -  I’ve got a special international card anyway that’s off the point, 
anyway I had a wonderful holiday with her and I’m saving up to go 
back to SA.... She probably won’t be there.
50
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dluti
rvwv^-f 
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D - yes I used to work have a couple o f weeks off in hospital and go "
back to work again. (2 n < ^ v ^ -Ç . Ka
G -  that’s impressive ^  (TjlUU^js,
D -  worked all through my breakdowns
G -yeh
D — but they tend to keep me — tend to section me now and keep me in f0 ^ (3
for months and I don’t like it. I’d rather just come in for a couple of I T  I
weeks. • (  "]
G -  Mm so what’s it like that process of being in hospital ofrcing 
sectioned of being in hospital? (
25
30
y
35
x^-
45
D -  you have to start all over again in the community.
G -yeh
D -  have to go back to square one 
ever
G -  have you vwy lost where you were living?
D -  no I’ve never been homeless I used to rent apartments in London 
with my friends had masses of friends lost contact with them now.
G -  yes that tends to happen we lose contact do different things.
G -  Do you think it’s different for women in hospital compared to 
men in hospital?
D -  umm only no I don’t think so I think everyone has their problems 
and they have to work through then and get |on with other people who 
are in there form relationships I think men have just as hard time. 
Maybe women miss their privacy^more men don’t need to be so 
private you know like grooming yourself and having a bath and 
having your room. Men don’t look after their rooms but the women 
tend to make their rooms like~a little temple you know I do anyway
G-myeh  yeh
D - 1 sneak in candles and smokes in my room 
G -  make it as much like home as possible
G - and these days you do tend to get your own room don 
like the old days you must have some memories
,4btA: not
50 D -  Oh yes 1 ’ on the locked ward
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D -  much better
G- what do you find that been helpful to you what helped you keep 
well because you do keep well.
D — Yes for years. Well everyone’s so kind they weren’t so kind in 
the old days they were a bit more like some were kind but you got bad 
ones in the old days a bit like screws you know in jail the bad one you 
always get bead ones in every walk o f life. But I met some lovely 
nurses in my time and they nursed and me and I adored them lovely 
doctors too, but I just hate.... I’m 5 7 1 come from the 60s it was such 
stigma and I’m a bit old fashioned I tend to think it’s a disgrace to be 
mentally ill you know why don’t you pull yourselftogethervWonlt-—  
know.
G - do you think that’s because you were brought up in the 50s when 
people did say pull your socks up.
D -  Yeh my mum used to say pull yourself together and get a job 
I think I could have avoided the MH Act if  I didn’t start off with that 
acid you can’t regret things I mean I have been right through the MH 
Act but I think if  mummy hadn’t let me go back to my flat in 
Worthing I was at Art school it would have been al right I mean you 
meet people in the community who aren’t captured by the mental 
health act.
0*^ 6 -  Ià.vJ'w A. L*
SKflYVA.?
(npA^ f- cj w 
ov\ h v ' UfC/
c~A.
CouJA Vv*^
beeA 25
mW  iFodeoi^
WvA- b  '* 4 0 ^
l^OA — th C m  «MtfW And they crack up and tings and they survive but I think it was a bit o f
^ y n la A ^ V v  à  a mistake that I got involved really being an artist I’m bound to be up
J 30 and down a bit, and I’ve got very much artistic temperament.
f A U — CiS
ovx <^KXL- G - a  bit flamboyant?
fVoY oJd. 
(\wkJW(^ "A
35
f\\jbWieA 40
IV^ toAJ 6l
cAo/rvvÀ pvh
u
D -  yes,such a nice word (laughs) Awkward with some people 
sometimes.
G - 1 wonder maybe whether the same thing happened to someone 
like you today whether they’d have ended up in MH system.
D - 1 know, I know. My mother thought - Oh drugs and she called the 
GP and I wouldn’t take my sedation. I wanted to go back to my flat in 
she wouldn’t let me go and Dr g g g g  took me into the 
hospital. I remember he took me into this dormitory this great big 
dormitory and the windows were open and all the curtains were 
blowing, oh it was weird and he stood by me and I said I’ll be all right 
won’t I Dr and he said yes and left me there it was horrible.
G -  must have been terrifying
D -  it was so institutionalised it wasn’t nice
8
N-Ca-^ -
Ç—*1
j  o A jl 
O h —^
<TUa t » i-A (a  £-ZlC*â-C/ '"’TLn-^ W. A m  Ca.
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G -  yes its funny how we get caught in patterns of making the same 
mistakes over and over again. Do you think that the two relationships 
you had do you think you got into them because you were vulnerable 
due to mental illness?
D -  don’t know I got involved with p because I don’t know... you get 
involved with these men and then it all goes wrong and you stick it out 
and then you finally say I don’t want to know you any more and that 
when you begin to live again
10 G -  yes we all start relationships with hope don’t we
G -  do you think that mm that’s things that you’ve done that helped 
you get better d
(Qa.'Ka ^
V J t x i k —'-Ç
Uc\u<L,'f^’vx,v
cIàsAmclz
yXoV-
<v>V
Vvxvo\o^
15 D -  don’t know really
G - what about routine
D -1  walk and walk except when we had torrential rain I didn’t walk I
20 got fat Brogan got fat. I do have a routine I get up have a bath and
cigarette and coffee and walk to the M . ; I took off to '
lane the last sunny day. I love walking with my dog.
G- he put his head up them when you said my dog or perhaps it was 
25 walk.
I often see you in the distance striding along ,
f  I ^
M
G -  you talked about taking candles into... ^  ^ ^
D -  I’m very interested in Buddhism. I’m a catholic but I’m interested ■Ç-' 
in the philosophy and psychology, gurus and super conscious.
35 G -  they’re bringing Buddhism into therapy at the moment.
D -  yes I know and I take ginseng
- everyone waves to me from their ca
|tV\pOA^ VVVlty^ '
loss ^
) 45
G -  do you it find its helpful, and what about the Catholicism is that a 
40 hep to you|?
D -  the second to last breakdown in 2000 year in 2002 I lost my - I’d 
always had a strong faith then I lost my catholic god and I started 
talking to Buddha. I’ve got a Buddha that I light up with candles cause 
I hope that the enlightened man -  they don’t think of him as a God - 1 
thought he might take me back to my Catholic God you know the one 
who created the universe. See I can’t be Buddhist because I don’t 
believe in reincarnation for human beings I believe in the Catholic 
concept of life and death but its just so interesting Buddhism the way 
50 these gurus understand the mind , can’t remember what I was saying
12
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Appendix D Data
2. Initial coding for Interview 1 
Page 1
What happened in the beginning / getting ill 
Being on antidepressants
Originally wanted to do A Levels at college specific A levels courses chosen 
But gave up course after 3 days didn’t give college a chance 
Reality of having to get a job 
Difficulties at work
Difficulties about responsibility of collecting insurance premiums
Being proud of work and her attention to detail
Not wanting to make mistakes
Benefits of job that she had to give up
Loss of job and its benefits
Rationale for having to stop work
Page 2
Responsibilities of job 
People knowing about mistakes 
Mistakes still haunt her
Consequences of mistakes and how this affects her
Uncertainty of finding more work
Hurt by being called irresponsible
Finding mistakes being the beginning of her problems
Thoughts about mistakes
Feeling naughty like a child
Confusion and not remembering what happened
Not wanting to be seen ill by people she worked with
Confusion and panic of being ill
Fear when ill
Page 3
Fear and needing to escape 
Effect of illness on parents
Clairvoyance sought to check her future danger or safety
Looking back now seems odd
Family being supportive
Seriousness of illness
Distress about awful thoughts then
Affection for Dad who would do anything to help his daughter
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Confused memories
Being checked up on by others no privacy (in hospital)
Criticism from others 
Needing to put things right 
Fear for her family
Distancing awful events (now able to do this)
Religion important due to family ‘s religion
Dad as different from Yugoslavia his life at risk if returned, endangered 
Page 4
Dad being different because washed in cold water
Mum’s religion helpful to her
Had to go to Sunday school
Tied c lose to mum’s apron strings
Had choices to leave home
Professionals thought she should
Needing to be close to mum
Mum pushed affection away
Time away from home
Not liking being watched
Family links for anxiety
Dad’s differences being emotional;
Not understanding illness makes it difficult for sister
Being dutiful in visiting boyfriend in prison
Sister’s concern re boyfriend and trying to distance herself.
Page 5
Pat’s worry about sister’s view of boyfriend
Pat worried about what sister thinks re boyfriend and her teenage daughter
Sister is younger but more successful
Sister had things but doesn’t understand
Not understanding means acting in a certain way
Everyone else in family works hard
Brother works but no friends
Fear of over work (Pat)
Work hard even if they have problems
Illness biological can be passed on blamed for this from sister in law 
Inheritable can be passed on
Page 6
Concern about not working hard enough and family view of this 
Thinking its all my fault
Power of thoughts / illness to make things seem real
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Thinking world coming to an end is her fault 
Being at fault 
Causing problems
Regret and loss of not having own family 
But being a better aunt
How could I have kids when I am still a child?
Boyfriends for support or for sex -  conflicting views
Feels like a prude about sex linked to being clean and always washing her hands
Page 7
Washing hands is an obsession
Obsession passed on from father
Cleanliness linked to being hard working
Used to like writing at school
Writing letters to J
Being at fault
Making things happen
Was he in prison because I drive him to it?
Not liking making mistakes
Page 8
Looking for mistakes that she might have made
Having friends - met in hospital
Friends with problems
Being mischievous / sense of humour
Giving something back in return for help and support
Other peoples have big troubles too
Finding explanations for troubles
A friend being well qualified is important
Kindness of friends.
Page 9
Friends having time for P is important 
In spite of friends own problems 
Medication is for life 
Medication is necessary 
Because life is difficult
She knows she has lots of positives because people have told her has pride in her flat 
Grateful to family but now in debt 
Trauma of J setting fire to shop 
Distress for P
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Page 10
Someone called her a shrinking violet in the past
Wanting to wear clothes that covered up her body
Responsibility at work in past worrying about clients dying uninsured
Conscious of appearance and of her hair
Doesn’t feel like an adult
Does feel she needs help and support
Anger at being rejected by boyfriend
But is independent too
Felt she did something wrong in spending her own money 
Page 11
Problems with sexuality as cause of illness
But are multiple causes of illness
Sexuality linked with growing up and being a an adult
Sex makes relationships complex
Different people wanting different things in a relationship 
P wanted something else not just sex 
There are pros and cons of breaking up 
Being upset about break up and what she said
Page 12
Being upset is linked to seeing psychologists
Sadness when a professional leaves and a relationship is lost
Female professionals are more helpful
Relationships not just sex laughing together is important
Being proud of boyfriend’s intelligence
Page 13
Family connection -  intelligence comes from family 
Provided evidence that J is clever
Distress is associated with job through having to look at files of dead people 
Sequence of work challenging 
Job is stressful 
Anxiety at work
Page 14
Having to make herself go to work
Manager at work not understanding mental illness
P can understand how other people don’t understand about mental illness
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Other people (at work) don’t understand what to do
Feeling being watched by neighbours if she comes home from work (early)
Neighbours views are critical
Neighbours views are unfair
Being too religious is not good -  neighbour is too religious 
Page 15
P said J has a right to come home 
Confused about neighbour’s intentions 
Doesn’t know what she means 
Neighbour is odd
Feeling confused about how to behave towards neighbours 
Being too religious
Confused by neighbours inconsistency
Religious beliefs should determine behaviour and confusion if they don’t 
Neighbours behaviour confuses P 
P thinks she (P) is not being nice
Page 16
Think she should be nicer to neighbours 
I don’t like other people because I don’t like myself 
Sister said she understands neighbours concerns about fire 
P says can be assertive but get anxious afterwards 
Friend have own problems but still support P 
Niece validated P concern about neighbour
Page 17
Christian rules and how she should behave otherwise not a true Christian
Doesn’t feel like a Christian
J is good man but not a Christian
Important not to get too involved with neighbours
Stresses of work mean not able to drive long distances
Too tired after work to talk to people on train home
Criticisms of her have lead to illness
Blame and feeling at fault for foot and mouth because of criticism and throwing away 
corned beef
Page 18
Aware that she was getting funny thoughts again because of stress 
Feels to blame for problems in the world
Compare to Jesus who was good but she is bad and making the world end. 
Remembered what Mum used to say about worry -  that it would turn out all right in 
the end.
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Appendix D Data
2. Initial coding for Interview 2
Page 1
Impact of illness 
Being proactive
Always with me but fluctuates comes and goes
It’s a different sort of mental illness
Being positive
Moving into the future
Importance of stability
It is a fight getting through it
It is an achievement
Not good being alone with problems
Relationships = stress
Being a parent and juggling
Things against her
Feelings of stress building up knowing to was going to happen 
Repeated pattern of getting better then being pulled down until now
Page 2
Having someone to listen to problems helps
Being alone
Uphill struggle
Impact of relationships
Having to look after a man can make you ill
Women’s day to day activities
Awareness of household stuff
Being left to do all the work
What is helpful depends on the stage you are at
Being very depressed and psychotic
Page 3
Women keep everything going even in hospital 
Daily tasks can be helpful
Ability to do daily task and their usefulness depends on what stage you are 
The stress of other people being ill around you 
Vulnerability to men
Not being able to judge situations when you are not well
Stress of coping with other people
Having a job to get social activity friendship
Job = mixing with people
Difficult to keep job going but battled
Job helps in the fight to stay well
Activity is helpful
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Inactivity and isolation make it worse 
Page 4
Balance in life and brain 
Social life and job 
Like chemical imbalance 
Maintaining mean taking medication 
The loss of being ‘normal’
Mother not helpful she thought she knew best 
Unhelpful family
Distance between mother and self makes relationship better 
Importance of strength
Having secrets -  not disclosing everything to partner
Some things are better not talked about -  could lead to weakness
Professional support means you keep that out of your personal life
Keep your ill side private
Men don’t understand
The pressure to be strong
Struggle to hide your illness
Page 5
Importance of professional support to keep afloat
Prefer women professionals
The fight makes you stronger
Putting it behind you
Not the only one with problems
Why me?
Looking back at past -  how did I cope?
Pros and cons of being ill
The present is good and it comes from past which is bad
Loss of relationship when younger but would have been more family pressure if I had 
net him younger
Page 6
Physical illness is a symptom of stress 
The help was not there
Important of specific professional and the relations you 
have with them keeping me well 
Hope for stability
This means balance no big ups and downs 
Can enjoy life and family when stable 
Family life itself can be hectic 
Peace is important
Peaceful environment e.g. flat know who will come in the door
Different to living with teenagers
Feeling self conscious because I’m different to others
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Getting better but not quite as well as others 
Focus on getting on and enjoying life 
Taking tablets helps this
Uncertainty of future and importance of freedom
Enjoy life while you can you don’t know what the future hold (could be locked up)
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Appendix D - 5. Table to show developing categories
Developing
Category
Focused coding Initial
Coding
Examples of text that illustrates the 
category
Illness is always 
with me but its 
impact goes up 
and down
It’s ongoing - 
always with 
me but comes 
and goes
“It’s constantly in and out o f my life” 
p i line 9
It’s greatly affected my life and it’s 
ongoing” p i ,  line 7
Being active
Taking control?
Important to be 
actively positive 
about the 
future
Being 
positive 
Pushing it 
away
“You have to be positive all the time 
and push it away” p i, line 8
“I’ll keep going forward” p i ,  line, 12
Getting 
through illness 
is a worthwhile 
fight
Getting 
through it is a 
fight
“I’ve battled through against it and I 
had to go through it to get where I am 
now” p i ,  line 15
Being ill is a 
something 
that you have 
with illness 
and getting 
over it can 
make you 
stronger
“I think it makes you stronger -  a 
stronger character”
Looking back 
recognising pros 
and cons
Its not all bad 
-  without is 
wouldn’t be 
here today
“It wasn’t a;; bad in the past -  some 
of it was okay. If I wasn’t in that 
situations I wouldn’t be where I am 
today”
p5, line 15
Relationship 
problems and 
their impact
Relationships 
are a cause of 
stress
Relationships 
are a cause 
of stress 
Being a 
parent 
causes stress 
because of 
the juggling 
you have to 
do
“My partner wasn’t helping and I had a 
small child to look after like having all 
the balls in the air and no support” p i ,  
line 22
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Inevitability of 
stress leading to 
relapse
Feeling of 
stress got 
worse -  
building up 
the 
breakdown 
was going to 
happen
“It all felt inevitable that I’d end up in 
hospital” p i ,  line 26
Relationship 
break down and 
relapse 
becoming a 
pattern
Relationship 
break down 
and relapse 
becoming a 
pattern
“Then I ’d get better and then be pulled 
down with different relationships” p i,  
line 29
Relationships 
with other ill 
people add to 
stress
Impact of 
having to look 
after another 
ill person in 
the 
relationship
“I was in a relationship with this guy 
and I was completely ill it made me ill 
I was trying to look after him and he 
was in a state every day” p 2, line 18
Complications 
o f having 
children
It is an uphill 
struggle against 
your problem s 
when you are
Having 
someone to 
listen to the 
problems 
does help
“Because I can see them regularly I can 
offload my thoughts so I am not so 
alone and isolated” p2, line 2
alone
Being alone is 
an uphill 
struggle
“I had no one to turn to” 
p 2, line 9
G ender
Women do and 
are expected to 
do day to day 
activities and are 
aware o f 
household stuff
Women do 
and are 
expected to 
do day to day 
activities
“I think women are expected to do 
more and keep everything going men 
just sit back women are more 
conscious o f things surrounding them 
and on maintaining a normal life.” 
Page 2, line 20
differences
Women are 
more aware of 
household 
stuff
“I did all the running around and 
cooking, cleaning he’d just sit back and 
do nothing” 
p2, line 24
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Day to day task 
can be helpful 
and stressful 
depending on 
where you are in 
getting better
Having to do 
day to day 
tasks can be 
useful
“Women keep everything going in 
hospital -  still changed the bed did 
washing and that kept me going” p2, 
line 1
Difficulties with 
other people -
Stress o f other 
people being ill 
around you in 
hospital
Stress o f other 
people being 
ill around you
“Having to cope with other people 
being ill is stressful” p2, line 13
interpersonal
/social Not being able 
to be clear about 
other peoples 
intentions 
increases 
vulnerability
Not being 
able to judge 
situations 
when you are 
not well can 
lead to being 
taken 
advantage of
“You find yourself in situations that 
you’re not capable o f knowing which 
way things are going” 
p2, line 17
Difficulties with 
Family 
relationships
Family 
members 
think they 
know more 
than they do, 
thinking they 
know what is 
best for you
“My mother made it worse for me she 
felt she had to control me more she 
thought she knew” 
p4 line 11
Family 
relationships 
now better 
because at a 
distance
“I have contact with my mother now -  
good relationships because I am not 
with her long distance” 
p4, line 16
Balance is 
important to 
getting better 
and living your 
life
Keeping your 
life in balance
Balance in 
life and brain
“It’s all about balance -  need to 
maintain that balance, brain is a 
chemical imbalance, maintain is taking 
a tablet a bit annoying bit I say to 
myself without it I can’t be a normal 
person” p 4, line 2
Work - 
voluntary 
work - acts as 
social life and 
right amount 
helps in 
keeping stable
“I have a voluntary job -  it’s kept me 
going when without (friends) although 
its hard because that is meeting people” 
p 3, line 26
Loss Loss o f being 
normal, and 
having a normal 
life
Loss o f being 
normal
“I can’t be a normal person, can’t have 
a normal life - 1 ended up in hospital 
when I didn’t take the tablets” 
p 4, line 4
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Disclosure in 
relationships Deciding what 
to tell other 
people in 
relationships
Needing to 
keep things 
secret to be 
strong, not 
disclosing 
everything to 
your partner
“I don’t ’ tell him everything, I like to 
keep the past away I don’t discuss 
psychiatric illness with him I don’t let 
it show” 
p4, line 24
Being strong Having other 
people know 
about your 
illness can 
you make you 
weak
Men don’t 
understand
“Men when they’ve had an illness they 
can’t really understand it its not good 
showing the side o f you that’s ill “ 
P4, line 27
Importance of 
professional 
support because 
you have to have 
someone to talk 
to and this can’t 
be your partner
Professional 
support fills a 
gap that other 
relationships 
cant fill
“If  I didn’t have J and the team I would 
have gone under by now. I wouldn’t be 
able to help myself enough” 
p5, line 1
Professional
relationships
Type of 
professional
Preference for 
women
“I don’t think it help so much to talk to 
a man, a woman is more sympathetic 
and understanding” 
p5, line 7
Specific 
professionals 
become 
important and 
are missed 
when they go
“The doctor (who kept me well) left 
the CMHT and after I went down hill 
but if  I hadn’t got ill I wouldn’t have 
met John” 
p6, line 5
Stressful things 
th a t contribute 
to being unwell
Stress and 
impact on being 
unwell
Physical 
illness is part 
of stress that 
can make you 
ill
“Stress sore throats that was the start o f 
it when I got ill” 
p6, line 1
Stigma? Being self 
conscious and 
feeling 
different
“I think you are self conscious because 
you’re feeling different not fitting in 
quite as you should be or when you’re 
in hospital and getting better but not 
quite as well as they are and it feels 
different” 
p6, line22
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Importance o f  
enjoying today
“I think its important to try and 
maintain living as normally as you can 
and keep taking the tablets. Life is 
good, enjoy life while you can because 
you don’t know what the future holds -  
it could be a lot worse you could be in 
hospital, locked up not free” 
p6, line27
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Appendix E Letters to Care Coordinators, participants and teams 
about feedback and credibility.
1. Letters to Care Coordinators
Mobile 07914
D e a r ^ ^ H
Thanks you so much for talking about my research with I very much enjoyed
meeting with them and appreciate their time and expertise. Enclosed are Thank You 
cards for with a summary of the research findings. I would be grateful
if you could address the envelopes and put them in the post to (I can’t
do this due to data protection). Alternatively you might like to discuss the findings 
with when you next meet with them as they suggested they might find
this easier to do. I have enclosed a copy of the research findings for you also.
I would appreciate any comments and feedback from about the
research findings and have given them my mobile phone number. If they would prefer 
it, perhaps you could pass on any comments and feedback from to me-
Please let me know if there are any difficulties with this.
Comments from you are welcome as well. Ideally I need comments by 14th July. 
Thanks again for your help,
Best wishes,
Gillian Roose
Clinical Psychology Department
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Appendix E Letters to Care Coordinators, participants and teams about 
feedback and credibility
2. Letter to teams.
University of Surrey 
Guildford GU2 7XH
5,b July
Dear
I came to talk to the team sometime ago about my research project - the perceptions of 
women living with psychosis. I have now finished the project and would be happy to 
return to talk to the team about the research findings.
If you would like me to do this can you please let me know by phoning me on | 
| Alternatively you can email me at j
Best wishes,
Gillian Roose
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Appendix E Letters to Care Coordinators, participants and teams about 
feedback and credibility
3. Results for participants
Thank you so much for your help with this research. If you want to give me some 
feedback on this please phone me 07914 081654 or pass comments to your Care 
Co-ordinator who will contact me.
S u m m a r y  o f  R e s e a r c h  F i n d i n g s  -  C o n c e r n s  a n d  E x p e r i e n c e s  o f  
W o m e n  w h o  h a v e  e x p e r i e n c e d  p s y c h o s i s
I interviewed eleven women. The interviews were typed up and then I analysed the 
content. Everyone had different ways of talking about their mental health problems
There were three main areas: -
1 . R e l a t i o n s h i p s
2 .  M a k in g  s e n s e  o f  it  a l l
3 .  M o v in g  o n
1. Relationships
Everyone I interviewed said that relationships with family, friends, boyfriends / 
partners were important sometimes these were helpful and sometimes they were 
difficult. Some women interviewed had experienced loss in relationships where there 
was no longer any contact with a family member or friend.
It was important to have good relationships with staff members as they sometimes 
took on the role of friends.
F a m ily
Some of you had experienced critical and unhelpful comments from their family 
members and found it difficult to talk to them. Some of you thought it was difficult for 
your family to understand what it was like to have mental health problems. Others 
found that parents were supportive and had time for them.
F r ie n d s
Most of the women I spoke to had lost touch with many of their friends partly due to 
moving house but also because it was difficult to maintain friendships.
Everyone thought having friends was very important but it could be difficult to do, 
several women said that they used email to keep in touch with friends and found this 
was helpful. Many of you said that friends who had mental health problems 
themselves were the best friends because they understood what it was like.
B o y f r i e n d s ,  p a r t n e r s  a n d  h u s b a n d s
All the women interviewed either had a boyfriend or wanted a close relationship with 
a boyfriend. This was for companionship, to have someone to go out with and also to 
have a physical relationship.
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2. Making sense of it all
Most of the women interviewed talked about their experience of mental health 
problems and of psychosis. Psychotic experiences were described as powerful and 
confusing and sometimes scary. Not everyone interviewed thought they had mental 
health problems.
Women were thought to have similar experience to men but that men might deny 
their problems more than women.
Some of the women interviewed said that it was difficult to decide whether to talk to 
someone about psychotic experiences because people might not believe you. Most 
of the interviewees thought it was very important to be able to talk to staff / team 
members, but that talking was not easy even when you really wanted to talk to 
someone.
Women had slightly different opinions about the cause of their mental health 
problems. Some thought shock or trauma might have started it off, or difficulties when 
they were born. Everyone thought that stress and pressure had contributed to their 
mental health problems.
Services were generally thought to be helpful and nurses were described as friendly. 
Many of the women I interviewed had to cope with changes in services. It was difficult 
when a member of staff who you had a good relationship with left. Overall female 
staff members were preferred because it seemed it was easier to talk woman to 
woman.
3. Getting Through it
Women talked about how important it was to take things day by day and to have a 
routine. This helped to move forward and make life more stable and to have a 
balanced life. For some women this was a fight or a battle to get some control over 
mental health problems. Other important things that had helped included eating well, 
getting outdoors, and having faith.
Many of the women I talked to went to college studying a wide range of courses and 
achieving qualifications. This was important also for the social side chatting with other 
people at coffee time for instance. Some of you had experienced difficulties at work 
when employers did not understand your difficulties. Voluntary work was also a useful 
way to mix with other people.
Being physically unwell was one of the things that led to setbacks for many of the 
women interviewed. This made it harder to see other people and to go out, as did 
difficulties with mobility and transport.
Everyone had different view about being in hospital, some women had liked it but 
others found you were being watched all the time and did not have enough to do. 
Hospitals and services had changed over the years and the accommodation and 
attitude of staff was thought to have generally improved.
Most of the women interviewed had plans for the future; this was often about moving 
somewhere more independent and having your own house or flat. But as well as 
looking forward it was thought important to remember how much things had improved 
and to enjoy life when you could.
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Conclusion
Relationships with friends, family and workers were very important and they enabled 
women to manage day to day and to move forward and have plans for the future. It 
was important to take some control over mental health difficulties and to get some 
balance in your life. Talking about mental health problems and psychosis was 
important but sometimes it was difficult to find the right person to talk to because they 
had to be competent and trustworthy. But being lonely and isolated contributed to 
mental health problems getting worse. It seems that for most of the women 
interviewed the process of recovery is set within social relationships including 
relationships with professionals.
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